VOLUME13 - NUMBER10- October 1958 


Geriatrics 


DEVOTED TO DISEASES AND PROCESSES OF AGING 


Nature of Hypoxia in Chronic Pulmonary Disease 

Bedside Diagnosis of Cardiac Arrhythmias 

Migraine in Later Life 

Adjustment to Life in Later Maturity 

PRIDE TNOLOCYORIEM Se Sia a so ace 8 + «<5 Gee ene ek 673 


Jobs at 80 


Complete table of contents on page 3A 














Clinical “curiosity” rather than 
clinical “instinct” is the key 

to accurate diagnosis of gout. 
Visible manifestations may not 
appear until late in the course 

of the disease. Moreover, the 
patient’s description of the pain 
and the site of the pain may not 
differ markedly from other 
articular disorders. 

THE FOLLOWING FINDINGS ARE HIGHLY 
INDICATIVE OF GOUT: (1) Tophaceous 
deposits resulting in irregular, 
asymmetrical deformity of joints; 
(2) Elevated serum uric acid levels 
(above 6 mg.%); (3) Pain relief 
with colchicine. When findings sug- 
gest gout, therapy with ‘Benemid’ 
should be started immediately. 


‘Benemid’ is firmly established 

as an effective and exceptionally safe 
uricosuric agent. ‘Benemid’ 
approximately doubles the 
excretion of uric acid; reduces 
serum uric acid levels toward 
normal; often prevents formation 
of new tophi, and gradually 
mobilizes existing uric acid 
deposits ; minimizes incidence and 
severity of future attacks. 
‘Benemid’ is of remarkably low 
toxicity —usually so low as to be 
clinically insignificant —even in 
patients who have been 

on uninterrupted therapy for almost 
a decade. The uricosuric effects 

of salicylates and ‘Benemid’ are 
mutually antagonistic and these 
compounds should not be 

used together. 

RECOMMENDED DOSAGE: 0.25 Gm. 

(1% tablet) twice daily for one week 
followed by 1 Gm. (2 tablets) daily 
in divided doses. 

_ 

moo MERCK SHARP & DOHME 


DIVISION F MERCK & ¢ » inc., Pt ADELPHIA 1, PA. 


BENEMID is a trade-mark of Merck & Co., Ine. 
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protection against angina pectoris 


in every walk of life 


Peritrate” 20 mg. ine Of pentaerythritol tetranitrate) 


the accepted basic therapy in the treatment of coronary disease 





om * reduces the frequency and severity of attacks 
* increases exercise tolerance 

¢ lowers nitroglycerin dependence 

¢ improves abnormal EKG findings 


i‘ to relieve the acute attack 


, sublingual 


Peritrate with Nitroglycerin 
replaces ordinary nitroglycerin in the patient taking Peritrate 
(not meant to replace Peritrate) 

¢ provides immediate relief of pain 

¢ automatically supplies an increased level of Peritrate for 

additional protection during the stress period 











IN CHRONIC 
DISEASE 


The emotional relaxation usually achieved 
by Miltown helps the patient “live with his 
disease,” particularly during adjustment 
and crisis periods. 

Useful in: = arthritis = rheumatism m= car- 
diovascular disease = neoplasms = chronic 
alcoholism =# cerebrovascular accidents 
sasthma 
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Miltown is relatively 


nontoxic and “therefore 
well suited for prolonged 


treatment in chronic 


disorders with emotional 
complications.’”* 


avelieves anxiety, 
irritability and fear 
shelps patient’s adjustment 
to disease 


is the original meprobamate, 
discovered and introduced by 


) ° WALLACE LABORATORIES, New Brunswick, N. J. 
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FLORINE CHLORIDE: 
REDUCES GASTRIC 


ECRETION AND 
B-L MOTILITY 


C7 
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Especially valuable in the management of peptic ulcer patients 


The selective anticholinergic action 
of ‘Elorine Chloride’ has been shown 
to produce a “‘pronounced and sig- 
nificant”? decrease in mean gastric 
volume, free and total acid, and pep- 
sin output.! It also effectively reduces 
hypermotility of the gastro-intestinal 
tract (except the esophagus). Other 
conditions in which ‘Elorine Chlo- 
ride’ is valuable include functional 
digestive disorders, acute pancreati- 


ELI LILLY AND COMPANY 


INDIANAPOLIS 6, 


tis, diverticulitis, pylorospasm, and 
excessive sweating. 

Dosage should be tailored to 
patient tolerance. In peptic ulcer, 
the average adult dose ranges from 
100 to 250 mg. three or four times 
daily. ‘Elorine Chloride’ is available 
in pulvules of 50 and 100 mg. 


*‘Rlorine Chloride’ (Tricyclamol Chloride, 
Lilly) 

1. Sun, D. C. H., and Shay, H.: A.M.A. Arch. 
Int. Med., 97:442, 1956. 


INDIANA, U.S.A. 


868000 
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Dramamine-D 


brand of dimenhydrinate with dextro-amphetamine sulfate 


adds the alertness factor 


to antiemetic therapy 





Dramamine-D keeps patients alert and 
cheerful while it controls nausea and 
dizziness. Available on prescription 
only. 


Indications: vertigo; nausea and vomit- 
ing of pregnancy, travel sickness and 
other conditions. 


Adult dosage: one tablet every 4 to 6 
hours. 


Each scored, orange-colored tablet of 
Dramamine-D contains 50 mg. of 
Dramamine® and 5 mg. of dextro- 
amphetamine sulfate. 


References on the combination of these 
two drugs available on request. 
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e Pleural biopsy has increased 
the number of positive diag- 
noses in tuberculosis and ma- 
lignant disease beyond those 
made by careful clinical evalu- 
ation and laboratory tests 
alone, according to William F. 
Kellow and Paul Heller of 
the University of Illinois Col- 
lege of Medicine, writing on 
Diagnosis and Management of 
Pleural Effusion. They warn, 
however, that approximately 
12 per cent of all patients with 
pleural effusion remain un- 
diagnosed despite application 
of these methods. There 
need, therefore, for more his- 
tologic and microbiologic study 
of the 
order to further clarify 


is a 


biopsy specimens in 
the 


entity of idiopathic pleural 
effusion. 
e Certain renal tumors and 


cysts are known to produce 
only enlargement of the kid- 
ney without distortion of the 
pelvis or calyces, and their 
presence will go undetected by 
routine intravenous and retro- 
grade pyelography. Charles 
Ney and Sigmund Glanzman, 
from the Department of Urol- 
ogy of the Lebanon Hospital, 
Bronx, New York, discuss the 
Use of Presacral Oxygen In- 
sufflation in Renal Tumors 
and Cysts Undiagnosed by 
Routine Processes. They pre- 
sent three cases of malignancy 
and one of benign cysts of the 
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kidney in which diagnosis was 
determined by oxygen insuffla- 
tion after failure by routine 
methods. 


e Evidence indicates that most 
of the common diseases of 
old age are subject to ex- 
perimental attack, says Clive 
M. McCay, professor of nutri- 
tion at Cornell University, 
Ithaca, New York, writing on 
The Conservative Attack upon 
Problems of Aging. Studies us- 
ing the method of retarded 
growth with animals such as 
the white rat have indicated 
that the pathology of old age 
can be profoundly changed. 
Parabiosis between rats of 
very different ages has opened 
some methods for attack 
upon the problems of aging. 
Species differences play an im- 
portant part in age changes 
such as those of the kidneys 
and bones. 


new 


e In order to determine the 
value of Psychiatric Screening 
in a Home for the Aged, the 
evaluations of applicants made 
from January 1951 to June 
1954 were studied by Seymour 
Perlin, chief of the Section on 
Psychiatry, Laboratory of Clin- 
ical Sciences, National Insti- 
tute of Mental Health. Evalu- 
ations were compared with ef- 
fect on subsequent admission 
or rejection of the applicant 
and with later treatment by 
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the psychiatric staff. Dr. Per- 
lin believes that classifications 
should be reviewed frequently 


and revised whenever neces- 
sary. It should then be _ pos- 
sible to know how the struc- 


ture of the Home may benefit 
certain applicants now reject- 
ed and influence the 
structure in a more desirable 
and meaningful fashion. 


how to 


e In Marginal Man: A Con- 
cept of the Aging Process by 
Dr. S. D. Pomrinse, medical 


director of the Health of the 
Aged, Chronic Disease Pro- 
gram, U. S. Public Health 


Service, 
progressive 


seen as a 
reduction of re- 
serves and an aged person as 
one whose physical, psycholog- 
ic, or social reserves have been 
reduced over the years to a 
point where he is approaching 
the margin between depend- 
ence and independence. He 
believes that this concept is 
not a nihilistic approach but 
rather which will help 
to stimulate development of 
constructive programs which 
will retard diminution of re- 
serves or which will build ex- 
hausted resources. 


aging is 


one 


For these and- other articles, 
abstracts, and reviews, read 
every issue of Geriatrics. 
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THERAPEUTIC GUIDE 
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This THERAPEUTIC GUIDE provides a source of ready reference on materia 
medica related to various therapies, as advertised in this issue. All products 
advertised are listed but not every application of each product. To get maxi- 
mum benefit read what the manufacturers have to say on the pages indicated. 
For further details on any product write to the advertiser for amplifying 
literature, mentioning GERIATRICS. 
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‘ ‘ 
when your patients tell you: 


Jcomseprrer NOCTEC 


reliable, conservative answer is Squibb Chloral Hydrate 


GENERAL PRACTICE “The general practitioner likes it...can be given to patients of all ages and 
physical status” 

CARDIOLOGY “patients with cardiac disease...no proof that it is deleterious to the heart” 
DERMATOLOGY “frequently the favorite of the dermatologist... skin reactions from it are uncommon” 
PSYCHIATRY “The psychiatrist often finds it the agent of choice...much less likely to produce mental 
excitement” Current Concepts in Therapy: Sedative-Hypnotic Drugs II. Chloral Hydrate. New England J. Med. 255: 706 (Oct. 11) 1956. 
Adults: 1 or 27% gr. capsules or 1 or 2 teaspoonfuls of Noctec Solution 15 to 30 minutes before bedtime. 

Children: 1 or 2 334 gr. capsules or 14 to 1 teaspoonful of Noctec Solution 15 to 30 minutes before bedtime. 


Supply: 744 and 334 gr. capsules, bottles of 100. Solution,-714 gr. per 5 cc. teaspoonful, bottles of 1 pint. 


*NOCTEC’® IS A SQUIDD TRADEMARK. 


Squibb Quality—the Priceless Ingredient 





CLINICAL BRIEFS 
FOR MODERN PRACTICE 


which patients 
with noncalculous 
gallbladder 
disease 

should undergo 
surgery? 


Essentially those who are not 
relieved by a prolonged trial 
period of medical management. 


Source—Lichtenstein, M. E.: GP 
16:114 (Oct.) 1957. 


for medical, preoperative, 
postoperative management 
of biliary disorders 


“therapeutic bile” 


DECHOLIN® and 
DECHOLIN SODIUM’ 


corrects biliary stasis 


Hydrocholeresis with DECHOLIN 
produces abundant, thin, free- 
flowing, therapeutic bile. This 
flushes thickened bile, mucous 
plugs and debris from the bili- 
ary tract. 


AN) AMES COMPANY, INC. 


Elkhart, Indiana 


Ames Company of Canada Ltd. 
Toronto 
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throughout the practice of medicine sas 


anxiety 


~~ either alone or complicating physical illness 





General a | Pediatric Psychiatry Metabolic Disorders 
The Neuroses Neurology : Neuromuscula isorders 
General Surgery Gastroenterology | b. & Gyn. 
Cardiology Dermatology 








icy) 
Philadelphia 1, Pa 





Meprobamate, Wyeth 


relieves tension—mental and muscular 
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Look out for the “little strokes” from capillary fragility: dis- 
turbances of vision are typical episodes. To support capillary 
resistance and repair, Hesper-C combines hesperidin complex 
and ascorbic acid—capillary-protective factors acting synergis- 
tically to minimize the risk of additional cerebral damage.* 


~ ; . 
1c oe ( THE CAPILLARY- 

re | es p Cl A PROTECTIVE FACTORS 

a vital measure of protection against the “little strokes” 

*Gale, E. T., and Thewlis, M. W.: Geriatrics 8:80, 1953. wcebmase 


THE NATIONAL DRUG COMPANY Philadelphia 44, Pa. 

























BOOMERANG? 
— NO! 


When your patient calls again 
—it will be to say “thanks” 
because 
symptoms do not recur— 


complications do not supervene 


AZO GANTRISIN 


ANALGESIC ANTIBACTERIAL 


Especially for urinary tract infections 


ROCHE LABORATORIES 
Division of Hoffmann-La Roche Inc 
Nutley 10, N.J. 


CROCE 





GANTRISIN™ BRAND OF SULFISOXAZOLE 
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"It happened 
at work 
while he 

was putting 
oil in 
something" 


told 
[ his 
shoulder 
felt like 
it was on 
fire" 
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"He couldn't 
swing a bat 
without 
hurting" 
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"Dad said 
we'd play 
ball again 
tomorrow 
when he 


comes home" 
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AND THE PAIN 
WENT AWAY FAST 


MY DAD— thay HURT HI2 BACK REAL BAD 


FOR PAIN 


Percodan 


(Salts of Dihydrohydroxycodeinone 

and Homatropine, plus APC) TAB LETS 
ACTS FASTER... 

usually within 5-15 minutes 


LASTS LONGER... 
usually for 6 hours or more 


MORE THOROUGH RELIEF... 
permits uninterrupted sleep through the night 


RARELY CONSTIPATES... 
(->°Cot-1 (1a) am fo) onal celal (ome) am ore] ale le(-talmey-) 1-18) 6 


tnd new-. NEW 


Percodan- 
VERSATILE D C m 


New “demi” strength permits dosage flexibility to meet 
each patient’s specific needs. PERCODAN-DEMI provides 
the PERCODAN formula with one-half the amount of salts 
of dihydrohydroxycodeinone and homatropine. 


AVERAGE ADULT DOSE: 1 tablet every 6 hours. May 
be habit-forming. Available through all pharmacies. 


Each Percopan* Tablet contains 4.50 mg. dihydrohydroxyco- 
deinone hydrochloride, 0.38 mg. dihydrohydroxycodeinone 
terephthalate, 0.38 mg. homatropine terephthalate, 224 mg. 
acetylsalicylic acid, 160 mg. phenacetin, and 32 mg. caffeine. 


Litntline? While 


® Ba eke WN Tel 7 waged ii) 
indo Richmond Hill 18, New York 


U.S. Pat. 2,628,185 















IERAPY...WELL TOLERATED 
.EvEN ONAN EMPTY STOMACH! 
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e serum response in 3 hours 


e clinical response in days 


e between-meal administration 
for better utilization 


e WITH SIDE EFFECTS INSIGNIFICANT™ 


48 patients* —serum iron rose rapidly, 
Hb. response prompt 


91 patients* — significant reticulocyte response 
in 6 days on 2 tabs. t.i.d. in moderate 
hypochromic anemia—found extremely useful 


102 patients*—a remarkably sharp rise in 
hemoglobin levels was demonstrated 


62 patients* — reported to be a real advance 
in iron therapy 


563 patients° — found to be efficiently absorbed 
and to provide predictable clinical results 


120 patients®— peak reticulocyte response 
on fifth day 


10,016 patients*— Hb. response excellent, 
average treatment period 4-6 weeks 





DOSAGE SCHEDULI 
——— Average adult dose: initially, 2 tabs. b.i.d.; 
& | severe cases, 2 tabs, t.i.d. 
| Maintenance dose, 1-2 tabs daily. Each 


—_—  FERRONORD tablet supplies 40 mg. of ferrous 


<< =a iron, 
é FERRONORD Liquid, 60 cc. dropper bottles, 


40 mg. iron per cc. 


given on empty stomach in all cases—no 
gastric upset, diarrhea or constipation were found 


even in those with peptic ulcer, gastritis, lack 
of side effects was reported as quite impressive 
— slight gastric upset in one patient 


2 instances of G.I. upset disappeared 
with dosage adjustment 


only eight cases of mild intolerance— 
no side effects even in patients with peptic ulcer 


not a single complaint of upset, 
FERRONORD taken on empty stomach in all cases 


well tolerated in peptic ulcer and gastritis 
patients— given on empty stomach in all cases 


only 4.39% of cases reported any side effects — 
usually adjusted with dosage 


BIBLIOGRAPHY: 


1. Dwyer, T. A.: Clin. Med. 4:457, 1957. 2. Pomeranze, J., and 
Gadek, R. J.: New England J. Med. 257:78, 1957. 3. Clancy, J. B.; 
Aldrich, R. H.; Rummel, W., and Candon, B, H.; Am, Pract. & 
Digest Treat. 8:1948, 1957. 4. O'Brien, T. E.; Onorato, R. R.; 
Dwyer, T. A., and Candon, B. H.: West. J. Surg. 65:29, 1957. 
5. Frohman, I, P., and others: Scientific Exhibit, Sixth Congress 
Internat. Soc. Hemat., Boston, Mass., Aug. 26-Sept. 1, 1956. 
6. Wagner, H.: Landarzt 31:496, 1955. 7. Jorgensen, G.: Arztl. 
Wehnschr. 10:82, 1955. 8. Aldrich, R. H.; Pomeranze, J.; Clancy, 
J. B., and others: Scientific Exhibit, A.M.A, Meeting, June, 1957, 
New York, N. Y. 


FERRONORO® (BRAND OF FERROGLYCINE SULFATE COMPLEX) PAT, PENDING 


Nordson Pharmaceutical Laboratories, Inc., Irvington, New Jersey 


(formerly Nordmark) 











‘Premarin’ 
Vaginal Cream 


promotes proliferation and 
vascularity of the vaginal mucosa in 


postmenopausal patients, and used 


pre- and postoperatively 
tends to restore the integrity 
of atrophied, friable tissues, and 
change the vaginal environment to one 


that resists infection, which 


facilitates surgery—favors healing 





Applied for 7 to 10 days before, and for 10 days after plastic vaginal surgery in the postmenopausal 
patient, “Premarin” Vaginal Cream effectively revitalizes the vaginal epithelium making the inter- 
vention less difficult and accelerating healing. It is also widely prescribed for the prompt relief of 
senile vaginitis and pruritus vulvae, as well as juvenile vaginitis. Also available with hydrocortisone 
as “Premarin” H-C Vaginal Cream for use when immediate anti-inflammatory, antipruritic action is 
indicated, particularly in the initial stages of estrogen therapy of various vulvovaginal disorders. 
“Premarin’’® conjugated estrogens (equine) AYERST LABORAT(C RIES, New York 16, N.Y.; Montreal, Canada 





























control bronchospasm 
with single-tablet dosage! 


Cholarace, 1 tablet q.i.d., gives fast symptomatic relief of bronchospasm 
and helps prevent new attacks. Gastric irritation? Virtually none! Prescribe 
Cholarace for bronchospasm due to asthma, hay fever, or amy cause. 


CHOLARACE WORKS TWO WAYS! 


Tablet Coating contains racephedrine HCl (20 mg.) for quick spasmolysis 
with minimal CNS stimulation . . . plus pentobarbital (27.5 mg.) for 
gentle relaxation with no ‘‘barbiturate hangover.” 

Tablet Core provides long-lasting bronchodilatation with 200 mg. of well 
tolerated, easily absorbed choline theophyllinate (Choledyl®). 


for complete bronchospasm control 


~ CHOLARACE’ 


WARNER-CHILCOTT 
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when 





cardiovascular therapy 


is called for... 





select a Wyeth drug 
for predictable response 








ANSOLY SEN? TARTRATE 


(Pentolinium Tartrate, Wyeth) 

Indicated in the treatment of essential hypertension. 
ANSOLYSEN lowers blood pressure and relieves symptoms. 
The action is potent, reliable, and prolonged. EQuaNiL, a 

| 

| 








useful adjunct to ANSOLYSEN, has been found effective in 
relieving anxiety attendant to hypertension. It enhances 
symptomatic relief, reduces the required dosage of 
ANSOLYSEN and thereby may decrease certain by-effects of 
ganglionic blockade. 


EQUANIL 


(Meprobamate, Wyeth) 


Indicated as adjunctive therapy to relieve psychic stress often 
associated with cardiovascular disorders. EQuaNit relieves tension, 
mental and muscular, and produces the desired calmness. 


PURODIGIN 

(Crystalline Digitoxin, Wyeth) 

Indicated in congestive heart failure. PURODIGIN achieves 
and maintains digitalization with a smaller oral dose than is 
possible with any other cardioactive glycoside. It offers high 


potency, complete absorption, steady maintenance, 
uniform action. 


THIOMERIN® sopium 

(Mercaptomerin Sodium, Wyeth) 

Indicated for diuretic therapy. THIOMERIN produces significantly 
effective, smooth, and persistent fluid loss. It is well tolerated 
when given subcutaneously. 


WYAMINE” suLFaTe 


INJECTION (Mephentermine Sulfate, Wyeth) 


Indicated in acute hypotensive states not associated with 
hemorrhage. Injection Wyamin_ is an effective and 
predictable pressor agent. It produces a positive inotropic 
effect, resulting in increased force of myocardial contraction. 
It may be used intravenously or intramuscularly for 
prophylaxis or therapy of hypotension. 











ee 


A distinguished and vital film, “Disorders of the Heart Beat,” is YY > ‘fe 
2 
available for group showing. Arrange in advance for free book- VY Cl» d 
ing. Write Wyeth Film Library, P.O. Box 8299, Philadelphia 1, Pa. — 
Philade 
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to help 
geriatric 
patients 
toward 
their 
normal 
regularity 


Recommended for constipated patients 
of advanced age, phenolphthalein, 
the active ingredient of Ex-Lax, 
acts gently, overnight... “in the morning 


PALATABLE produces a stool very much like normal’). . . 


continues to act as a “mild aperient for 


J/EFFECTIVE | several days,’’2 lessening need for 


frequent medication. No “adverse effects, 
q 


WELL-TOLERATED such as tissue irritation, toxic symptoms or 


interference with the normal physiological 








functions’’3 were observed by 


1. H. Beckmar 


isotope research. 























“fing patients say 


ngers and toes feel like icé 


@Y :improves peripheral circulatory insuf- 

\ } ficiency: produces immediate reassuring 

KS RAN warmth: relieves pain and muscle spasm: 
helps correct metabolic impairment: 


Vastran relaxes constricted peripheral blood vessels, thus promptly warming cold extrem- 
ities, relieving pain and helping to prevent skin ulcers. Vastran also provides essential 
cofactors to help correct metabolic impairment secondary to ischemia. Indicated in 
peripheral vascular disease including thromboangiitis, chronic chilblains, and Raynaud’s 
disease. Also indicated in control of migraine and vertigo; and as adjunctive therapy in 
musculoskeletal inflammation and spasm. 

Each vASTRAN® tablet contains: nicotinic acid, 50 mg.; ascorbic acid, 100 mg.; riboflavin, 5 mg.; thiamine 
mononitrate, 10 mg.; pyridoxine hydrochloride, 1 mg.; cobalamin (vitamin B,. activity), 2 mcg.; calcium 
pantothenate, 5 mg. Usual Dosage: VASTRAN: 1 tablet q.i.d., before meals. For initial therapy in acute 
and severe conditions | Vastran AMP Solution, more than injectable Vastran | Rapid vasodilation com- 
plemented by adenosine monophosphate to help restore normal muscle function by increasing bio- 


chemical energy stores. Each cc. contains adenosine 5-monophosphate, 25 mg.; Nicotinic Acid, 20 mg.; 
Vitamin B,., 75 mcg. 


WAMPOLE LABORATORIES, STAMFORD, CONNECTICUT 
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with a tortuous network of periurethral glands... 
highly susceptible to localized infection... 


a frequent source of pelvic distress.!}? 


no 
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ial urethri 
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infection and pain yield quickly® to 


FURACIN ......... 


antibacterial... anesthetic... gently dilating 


Each Suppository contains Furacin 0.2% and 
diperodon-HCl 2%, in a water-—dispersible base. 
Hermetically sealed in silver foil, box of 12. 


1. Wharton, L. R. in Campbell, M.: Urology, Philadelphia and 
London, W. B. Saunders Company, 1954, vol. 2, p. 1390 et seq. 
2. Barrett, M. E.: J. M. Ass. Alabama 26:144, 1956. 
3. Youngblood, V. H.: J. Urol., Balt. 70:926, 1953. 


asl a NITROFURANS —a unique class of antimicrobials — 
' | products of Eaton research 


° 

















AFTER the menopause 





1. Postmenopausal urethritis — 
pretreatment urethral smear. Absence 
of normal cornified squamous cells. 
2. After 2 weeks' treatment with 
FURESTROL Suppositories ——- squamous 
cells reflect healthy new epithelium. 
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with a mucosa affected by eStrogen deficiency... 
reflected by postmenopausal atrophy with susceptibility 


to infection...a frequent source of pelvic distress.4 


90stmenovausal urethritis 
| I 


"progressive histologic normalization" 


parallels rapid symptomatic relief5 with 


FURESTROL 


5 U NYYNKY & 
fa ud Bed Nad dud 
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antibacterial... anesthetic...gently dilating 


Each Furestrol Suppository contains Furacin 0.2%, 
diperodon-HCl 2%, and diethylstilbestrol 0.0077% 
(0.1 mg.) in a water—dispersible base. 
Hermetically sealed in orchid foil, box of 12. 


4. Youngblood, V.H.; Tomlin, E. M.; Williams, J. 0. and 
Kimmelstiel, P.: Tr. Southeast. Sect. Am. Urol. Ass. 
(to be published) 5. Youngblood, V. H.; Tomlin, E. M.; 
and Davis, J. B.: J. Urol., Balt. 78:150, 1957. 


EATON LABORATORIES, NORWICH, NEW YORK 
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100 CAPSULES 
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GERALIN 
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100 capsule 


GERALIN 
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j as a Barnard, R. D.: Angiology (7) Wood. O. H.: Maryland 

j 8:13. 1957. (3) Morrison. J. M. J. 7:265, 1958. (8) Burke. 
E.. and- Casali: J. L.: Am. J. FE. and Golden, T.: Am. 

iin J. Surg. 93:446. 1957. J. Surg. 95:828, 1958. 
i 6 1) Miller. J. Mi: Godfrey, (9) Miller, J. M.: Surgery 


G. C.; Ginsberg. M.. and 43:939, 1958. (10). Carter. 
(1) Miller. E. W., Jris New Papastrat. C. J.: Postgrad. CoH and: Maley, M.’ C.: 
York J. Med. 56:1446, 1956. Med, 22:609, 1957. M. Times, in press. 








On a unique debriding-healing agent 


Panafil..... 


The increasing body of clinical evidence proves PANAFIL Ointment singularly effective in the treatment of 





chronic and infected wounds and ulcers. 

All investigators!” agree that PANAFIL produces and maintains a clean wound base and encourages normal 
healing. Local infection, even in cases resistant to previous antibiotic therapy, is consistently reported to 
be controlled effectively by PANAFIL alone. 


The rapid, clean healing observed with PANAFIL therapy results from a unique combination of ingredients: 


© Papain, the proteolytic enzyme — digests necrotic tissue and liquefies exudate without harm 


to healthy tissue—eliminates local infection by removing the bacteria-supporting substrate. 


@ Urea, the protein-solvent— augments the debriding action of papain by exposing protein 


substrates to complete proteolysis. 


®@ Chlorophyll Derivatives (water soluble)—control inflammation by protecting viable tissue 
from the effects of protein breakdown products— encourage normal healing, reduce necessity 
for skin grafting. 


Packacinc: Available on prescription only in 1-oz. and 4-0z. tubes. 


Pana fil for local treatment of wounds and ulcers 


2 
company . MOUNT VERNON, NEW YORK 


30958 
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CHLOROTHIAZIDE 


BECKER, M. C., Simon, F. and Bernstein, A.: J. Newark Beth Israel Hosp. 
9:58 (January) 1958. 


“On chlorothiazide the response was striking with . . . improvement in cardiac 
status and loss of toxic symptomatology. . . . One of the most important effects 
of the potent oral diuretic was the smooth continuous diuresis. There was less 
fluctuation in the weight .. . marked diminution in the number of acute 
episodes of congestive heart failure such as paroxysmal dyspnea and 
pulmonary edema. . . . [DIURIL] appeared as potent a diuretic as parenteral 
mercurials and indeed in some patients it was effective when parenteral 
mercurials failed. . .. We have encountered no patient who once responsive to 
chlorothiazide later developed resistance to it.” 


DOSAGE: one or two 500 mg. tablets DIURIL once or twice a day. 


SUPPLIED: 250 mg. and 500 mg. scored tablets DIURIL (chlorothiazide); 
bottles of 100 and 1,000. 


MERCK SHARP & DOHME ivision of MERCK & CO., INc., Philadelphia 1, Pa. €5 
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these rigid specifications are 


BASIC to BARDEX 
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‘TIP 
a f3 


RIBS 
SHAFT 


PLUG 


S743 


for perfected performance 


Not too short, not too long. Just right to ease insertion, 
not so long as to irritate bladder. 


Properly placed and sized in strong, reinforced tip. 
Design that assures entirely proper drainage. 


To assure even distention of balloon—extra reinforcing 
rubber that also strengthens balloon. Tip held in proper 
position, too. 


Smooth, round, with large lumen. Still another factor 


that means easy insertion, maximum drainage, and a — 


minimum of patient discomfort. 


Easily punctured, self-sealing and always secure. Of 
specially compounded crepe latex, with long ridged 
side-walls, and cemented in inflation tube. 


Permanently shown by color patch. Identity not lost in 


on, 


There is a difference . . . and just such “basics” as these tell you 
why “‘the standard of excellence” has long been BARDEX. 


Of vital importance to hospital and patient is your specification of 
BARDEX, for dependable catheter performance. 


=) -\. 12) > 4m fell aes Wael -ae tty 


More widely used throughout*the world... 


983 


than all other brands combined. 


Cc. R. BARD, INC. SUMMIT, N.J. 








S T FRILL in the durable, easy-to-open package 


that affords guaranteed protection... 


ready for instant use without processing or autoclaving 

















to facilitate management of 





skin itch and dryness in 





atopic dermatitis 


(disseminated neurodermatitis) 


eczematoid dermatitis 
) contact dermatitis 


senile pruritus 








arco 








in the bath 











Clinical use! of Sardo as a therapeutic adjuvant proved uniformly successful in relieving 


almost every case of chronic itchy, dry, scaly dermatitis treated. 


Sardo* releases millions of microfine water-dispersible 
oil globules to (1) add emollient, lubricating effects to 
the antipruritic bath, (2) help increase natural emollient 
skin oil, (3) minimize excessive evaporation of moisture. 
Relief is prompt as the patient bathes...and sustained 
by an invisible, unobtrusive film that stays on the skin 
for hours. 





Sardo is pleasant, convenient, easy to use; leaves no sticky, 
greasy feeling, is agreeably pine-scented; non-sensitizing. Very 
economical. Bottles of 4, 8 and 16 oz. 


Write for Cownples and literature 


1, Spoor, H. J.: N. Y. State J. Med. Oct. 15, 1958. *patent pending, T.M. 
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Sardeau, Inc. 


75 East 55th Street 
New York 22, N.Y. 








Many such hypertensives 


have been on 


for three years 
and more 


for Rauwiloid IS better tolerated... 
“alseroxylon [Rauwiloid] is an anti- 
hypertensive agent of equal therapeutic 
efficacy to reserpine in the treatment 
of hypertension, but with significantly 
less toxicity.” 


Ford, R. V., and Moyer, J. H.: Rauwolfia 
Toxicity in the Treatment of Hypertension, 
Postgrad. Med. 23:41 (Jan.) 1958. 


No Tolerance Development 
Lower Incidence of Depression 


After full effect 
one tablet suffices 





ALSEROXYLON, 2 MG. 


For gratifying Rauwolfia response 
virtually free from side actions 


e 
Riker 
When more potent drugs are needed, prescribe - Gabel: 

CALIFORNIA 


alseroxylon 1 mg. and alkavervir 3 mg. 
for moderate to severe hypertension. 
Initial dose 1 tablet t.i.d., p.c. 
nium 
LEAR 1 mg. and henesnetaiins chloride dentine 250 mg. 
in severe, otherwise intractable hypertension. 
Initial dose 4% tablet q.i.d. 


Both combinations in convenient single-tablet form. 
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which women... 





and when... 





need 





iron therapy? 








Many clinicians agree that the normal woman of 
child-bearing age requires iron therapy for a month 
or six weeks of each year. 


Iron-deficiency anemia, usually identified as 


Formula: Each fluidounce contains: hypochromic microcytic anemia, is seen in most age 

lron peptonized ....... 420 meg. j : 
ade Ge aandéiel Gente Tima groups, from the adolescent to the senior members. 

Manganese citrate, soluble. 158 mg. 

Thiamine hydrochloride . . . 10 mg. : 

RIDONOUING 3 3 a's cs 5 10 mg. For the treatment of these common anemias, 

Vitamin By. Activity ..... 20mcg. een , . : : 

(derived from Cobalamin conc.) Livitamin offers peptonized iron—virtually 
Nicotinamide ........ 50 mg. . - be ; 
Pyridoxine hydrochloride . . 1 meg. predigested, well absorbed, and less irritating than 
Pantothenic acid ...... 5 mg. ss . . 
aint ‘tin. other forms. The Livitamin formula, which 
Rice bran extract ..... . 1 Gm. contains the B complex, provides integrated 
MEE ote th Aan Be 30 mg. ‘ ’ 

ME 550. toes ka 60 meg. therapy to normalize the blood picture. 


LIVITAMIN — 


with Peptonized Iron 





The S. E. MASSENGILL Company BRISTOL, TENNESSEE « NEW YORK e« KANSAS CITY « SAN FRANCISCO 













— look to peptonized iron 





CURRENT STUDIES* SHOW PEPTONIZED IRON 


One-third as toxic as ferrous sulfate. 
Absorbed as well as ferrous sulfate. 
Non-astringent. 


Free from tendencies to disturb digestion. (One-tenth 
as irritating to the gastric mucosa as ferrous sulfate.) 


More rapid response in iron-deficient anemias. 


*Keith, J.H.: Utilization and Toxicity of Peptonized Iron and Ferrous 
Sulfate, Am. J. Clin. Nutrition 1:35 (Jan.-Feb., 1957). 


LIVITAMIN 


with Peptonized Iron 


The S. E. MASSENGILL Company BRISTOL, TENNESSEE « NEW YORK e KANSAS CITY e SAN FRANCISCO 
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a superb aid 


in helping to prevent 


and clear up 


BED SORES 


(DECUBITUS ULCERS) 


DESITIN 


OINTMENT 








B.S 


- 


NT MEN t 


rman, SITE 


DESITIN| “> 


OINTMENT 


Good medical and nursing care, and Desitin Ointment make an 
effective team in keeping the patient’s skin soft, supple, and 
better able to resist and help heal bed sores. And for a very 
good reason: Desitin Ointment is effective in guarding against 
irritation which causes pressure sores. Its soothing, lubricant and 
healing influence is so persistent that one application protects 


the skin for hours. 


SAMPLES on request 


DESITIN CHEMICAL COMPANY 
812 Branch Ave., Providence 4, R. I. 


Obstetrics and Gynecology, Oct. 1956. 


1, Grayzel, H. G., and Schapiro, S.: Western Journal of Surgery, 
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quiets the cough 
and calms the patient... 


Expectorant action 
Antihistaminic action 
Sedative action 

Topical anesthetic action 


PHENERGAN 


EXPEC TORAWNT Wijeth 
Promethazine Expectorant, Wyeth : 
With Codeine Plain (without Codeine) Philadetphia 1, Pa 


NOW AVAILABLE... special 
non-narcotic formula with an 
antitussive action equivalent to 
that of codeine without codeine’s 
side-effects 


PHENERGAN EXPECTORANT 
with Dextromethorphan, Wyeth 


























A Summary Report on 


CORTROPHIN-ZINC 


(Corticotropin-Alpha Zinc Hydroxide) 


Description: A unique patented electro- 
lytic process (developed by Organon 
research) produces a complex of alpha 
zinc hydroxide and corticotropin. This 
complex offers considerable advantages 
for practical ACTH therapy. 


Characteristics: New Cortrophin-Zinc 
provides corticotropin of unsurpassed 
purity with low foreign protein content. 
This reduces the risk of sensitization re- 
actions. 

Since about 5% of the corticotropin is 
uncombined, onset of clinical response 
is rapid. But the balance, present as a 
complex of alpha zinc hydroxide, pro- 
vides a prolonged action so that the 
effective time span of a single dose is 
usually several days. Injection of the 
new electrolytic Cortrophin-Zine is vir- 
tually painless. 


Pharmacology: A potent stimulator of 
cortical activity, Cortrophin-Zince does 
not depress functioning of the supra- 
renal glands. Unlike the corticosteroids, 
adrenocorticotropic hormone arouses 
the adrenal glands to produce natural 
steroids in natural proportions. In a 
5-year study of patients on ACTH ther- 
apy, no case of adrenal or pituitary de- 
pression or atrophy has been observed. 
Because Cortrophin-Zinc is virtually 
painless on injection and its prolonged 
action obviates frequent injections, it 
is now practicable to use Cortrophin- 
Zinc in most of the indications where 
formerly reliance has been on cortico- 
steroids. This freedom from apprehen- 


sion of deleterious depressive effects 
permits clinical use of valuable hor- 
mone therapy on a broader scale than 
has been possible heretofore. 


Clinical Uses and Dosage: The many 
published reports on the use of 
Cortrophin-Zinc as well as ACTH, in 
thousands of patients indicate its value 
in over 100 disorders. Most responsive 
have been: allergies and hypersensi- 
tivities, rheumatoid arthritis, bronchial 
asthma, serum sickness and inflamma- 
tory skin and eye diseases. 

Dosage should be individualized, but 
generally initial control of symptoms is 
obtained with a single injection of 40 
units of Cortrophin-Zinc daily, until 
control is evident. Maintenance dosage 
is generally 20 units (or less) twice 
a week. 

Use of Cortrophin-Zinc with oral ster- 
oids is now recommended as a safety 
measure to supply the important su- 
prarenal stimulation and lessen the 
hazard of atrophy. Periodic use of 
Cortrophin-Zine is advocated with all 
steroid analogs, such as cortisone, hy- 
drocortisone, prednisone, prednisolone, 
methylprednisone, and triamcinolone.* 


' 


Supply: 5-cc vials containing 40 and 20 
U.S.P. units of corticotropin per cc; 
l-cc ampuls containing 40 and 20 
U.S.P. units of corticotropin, with ster- 
ile disposable syringes. 


*Write for complete literature and bib- 
liography containing specific dosage 
schedules to: 


Medical Department 


ORGANON INC. - Orange, N. J. 
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MEETING INCREASED NUTRITIONAL DEMANDS 


NEW MI-CEBRIN T [ “22 
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(vitamin-minerals therapeutic, Lilly) 


The extended-range therapeutic vitamin-mineral tablet 


Now, prescribe faster recovery for your pa- 
tients ... from teen-agers to golden-agers... 


with only one Tablet Mi-Cebrin T a day. 


Surgical patients,'.?. individuals suffering from 
febrile diseases,*:®> patients with severe burns 
or injuries,"'*> and those undergoing any pro- 
longed convalescence—all snap back faster 
with potent nutritional supplementation as pro- 
vided by Mi-Cebrin T. 


B,. Absorption Booster 

Mi-Cebrin T is especially useful in geriatrics 
because, along with vitamins and minerals, it 
provides intrinsic factor to ‘‘boost” absorption 
of vitamin B,, in those elderly patients whose 


absorptive ability is impaired.®? 


Dosage: 1 tablet a day, or more as needed. 


Available: |n bottles of 30, 100, and 1,000 at 


pharmacies everywhere. 





Each Tablet Mi-Cebrin T supplies: 

Thiamine Mononitrate (B,) 

Riboflavin (B,) 

Pyridoxine Hydrochloride (B,). 

Pantothenic Acid (as Calcium 
Pantothenate, Racemic) 

Nicotinamide 

Vitamin B,, (Activity Equivalent). . . 
plus sufficient Intrinsic Factor 
Concentrate to produce activity 
equivalent to that of 1/2 U.S.P. 
APA unit (oral) 

Folic Acid 

Ascorbic Acid (as Sodium 
Ascorbate) (C) 

Alphatocopherol (as Alphatocophery| 
Succinate) (E) 

Vitamin A Synthetic . (25,000 units) 

Vitamin D Synthetic . . (1,000 units) 25 meg. 


Contains also approximately 
lron (as Ferrous Sulfate) mg. 
Copper (as the Sulfate). 1 mg. 
lodine (as Potassium lodide) .... 0.15 mg. 
Cobalt (as the Sulfate) 0.1. mg. 
Boron (as Boric Acid) 0.1 mg. 
Manganese (as the 

Glycerophosphate). .... se. 1 mg. 
Magnesium (as the Oxide) ..... 5 mg. 
Molybdenum (as Ammonium 

Molybdate) 0.2 
Potassium (as the Chloride) 5 
Zinc (as the Chloride) 1.5 


References: 
1. J. Am. Dietet. A., 30:1256, 1954, 
2. Am, J. Clin. Nutrition, 3:501, 1955, 
3. Ann, Surg., 140:661, 1954. 
4, M. Clin. North America, 40:1473, 1956, 
5. J. Oklahoma M. A., 50:333, 1957. 
6. J. Am. Geriatrics Soc., 6:190 (March), 1958, 
7. Am, J. Clin. Nutrition, 5:651, 1957. 


Letty 


QUALITY RESEARCH “INTEGRITY 


ELI LILLY AND COMPANY: INDIANAPOLIS 6, INDIANA, U.S.A. 


806301 





for the senile who is “boxed in” 


AGITATION =: 





ISOLATION 
ALIUNVASN 


ANXIETY 


. when hostility and loneliness raise a barrier to 


normal friendship or family life 


Compazine* 


« alleviates restlessness, tension and anxiety 
° lim proves sleeping and eating habits 


« brings the patient back into the family circle 


Side eftects are minimal; drowsiness, depressing effect and 
hypotension are not problems with ‘Compazine’ therapy. 
Available: 


Tablets, Spansule? capsules, Ampuls, Multiple dose vials, 
Suppositories and Syrup. 


Smith Kline & French Laboratories, Philadelphia 


*T.M. Reg. U.S. Pat. Off. for prochlorperazine, S.K.F. 
+T.M. Reg. U.S. Pat. Off. for sustained release capsules, S.K.F, 
























new 
improved 
formula! 


THERAGRAN 


Squibb Vitamins for Therapy 











expanded to include certain essential vitamins 
extra value... 





at no extra cost to your patients 





Theragran—the original and most widely prescribed 
therapeutic vitamin preparation—is now expanded 





to provide additional nutritional support for your 





adult patients. In keeping with the proposals of in- 





vestigators, such vitamins as B,,, pyridoxine and 





d-caleium pantothenate have been added to the 





formula, and the ascorbic acid content has been in- 





creased. These improvements in the Theragran for- 





mula provide your patients with extra value at no 








additional cost. 
















Each new, improved Theragran capsule supplies: 
Vitamin A 25,000 U.S.P. Units 
















Vitamin D 1,000 U.S.P. Units 
Thiamine Mononitrate 10 mg. 
Riboflavin 10 mg. 
Niacinamide 100 meg. 
Ascorbic Acid 200 mg. 
Pyridoxine Hydrochloride 5 meg. 
d-Caicium Pantothenate 20 mg. 
Vitamin By, activity concentrate 5 mcg. 





1 or more capsules daily as recommended by a physician. 
Family Pack of 180. Bottles of 30, 60, 100 and 1000. 





ALSO AVAILABLE 
new! THERAGRAN JUNIOR 


formulated for vitamin therapy in children and adolescents 
as Theragran is formulated for adults. 


THERAGRAN LIQUID 
for patients who prefer liquid vitamin therapy 


THERAGRAN-M 


with extra vitamins and minerals 





‘THERAGRAN’ IS A SQUIBB TRADEMARK 
Squibb Quality— 
the Priceless 
*THERAGRAN® IS A SQUIBB TRADEMARK oe s os : ‘ Ingredient 
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. 
TRADE-MARK 


CME-7325 











in 
sustained release 


capsules 
Meprospan 


meprobamate (Miltown®) i 








Two capsules on arising last all day 
Two capsules at bedtime last all night 


relieve nervous tension on a sustained 
basis, without between-dose interruption 





“The administration of meprobamate in 
sustained action form [Meprospan] produced 


1. Meprobamate is more widely prescribed than any 
other tranquilizer. Source: Independent research 


ctl egt Rel at bath Lo coda a more uniform and sustained action... 
2. Baird, H. W., I1l: A comparison of Meprospan i 
(sustained action meprobamate capsule) with other these capsules offer effectiveness at 
tranquilizing and relaxing agents in children. 990 
Submitted for publication, 1958. reduced dosage.” 


Dosage: 2 Meprospan capsules q. 12 h. 
Supplied: 200 mg. capsules, bottles of 30. 


Literature and samples on request “WALLACE LABORATORIES, New Brunswick, N. J. 
who discovered and introduced Miltown® 


















y 


ules 


on 


ed 


DOXEGEST TABLET 
enteric-coated granules 


DOXEGEST DI-PHASIC TABLETS “feature” a unique 
method of manufacture in that “enteric-coated granules” 
of pancreatin and hemicellulase are dispersed throughout the entire P 
matrix 

matrix rather than being contained in a single Sr Le 

sugar coating 

conventional enteric-coated core. The tiny granules mix thoroughly 
with the stomach’s contents. They are dispersed uniformly 


and broken down readily when ejected into the alkaline medium 


of the duodenum and small intestine. enteric-coated core 
CONVENTIONAL TABLET 





DOXEGESTT. 


THE MOST LOGICAL APPROACH TO THE THERAPY OF THE 


MAL-DIGESTION 
SYR DROME 

















. comprehensive digestive enzyme replacement 


YOUR f 

FORMULA: Each DOXEGEST DI-PHASIC tablet contains betaine 
PROFESSIONAL 

INQUIRIES HCL 65.0 mg.; papain 15.0 mg.; ketocholanic acid 12.5 mg.; 
ARE INVITED. desoxycholic acid 32.5 mg.; pancreatin (triple strength) 87.5 mg., 
F 

——— equivalent to 262.5 mg. U.S.P.; and hemicellulase 25.0 mg. 
SAMPLE 


WRITE TO... GEORGE A. BREON & COMPANY, NEW YORK 18, N. Y. 











for those with 


PARKINSONISM 


42A 


“...in our experience procyclidine (Kemadrin) proved a worthy 


addition to the therapy of parkinsonism, because it afforded relief 
to many patients who had failed to respond to other drugs. It 
exerts an action against all symptoms of parkinsonism... hence it 
may be employed as the basic drug in commencing treatment 
with new cases.” 

Zier, A. and Doshay, L. J.: Procyclidine Hydro- 


chloride (Kemadrin) Treatment of Parkinsonism 
in 108 Patients, Neurology (July) 1957. 


“...in our series of 30 severe Parkinsonism sufferers, 21 obtained 
moderate to good relief with the use of this new agent, Kemadrin, 
in combination with other drugs.” 


Lerner, P. F.: Kemadrin, a New Drug for Treat- 
ment of Parkinsonian Disease, J. Nerv. & Ment. 
Dis. 123:79 (Jan.) 1956. 


Smoother activity, 


and brighter expression 


~“REMADRIN. | 


Also indicated for the treatment of drug-induced 
symptoms resembling parkinsonism, developing 


during treatment of mental patients. 


‘KEMADRIN’ brand Procyclidine Hydrochloride 
Tablets of 5 mg., scored. Bottles of 100 and 1,000. 


5°? 


BURROUGHS WELLCOME & CO. (U.S.A.) INC., Tuckahoe, N.Y. 








fey. 
the 
older 
patient 
who 
‘“itches”’ 


66 . 
the best therapeutic 


approach is one which 
hydrates and 
lubricates the skin, ?? 


Burgoon, C. F., Jr. and Burgoon, J. S.: 
Geriatrics 13: 391, 1958 





AVEENOOILATED” | 


Colloidal Emollient Baths 


(soothing colloidal oatmeal plus emollient oils) 





h ydra te th e ski Vv Tepid colloidal baths supply water of 


hydration to the dry epithelium. 


/ U by acate the sk Ll nN Because Aveeno “Oilated”’ contains 35% 
emollient oils, the oil film left on the skin retards water loss from the 


stratum corneum... and, at the same time, provides extra soothing and 


antipruritic qualities due to colloidal oatmeal.1-? 


Indications: Dry skin, senile pruritus, bath itch, pruritus ani and vulvae, cold weather pruritus, 
AVEENO® “OILATED” is available in 10 oz. cans. 


Active Ingredients: Colloidal oatmeal concentrate, liquid petrolatum and hypo-allergenic fraction of lanolin. 
References: 1. Sulzberger, M. B. and Wolf, J. Dermatology. Chicago, Year Book Publica- 
tions, Inc., 1952, p. 42. 2. Grais, M. L.: A.M.A. Arch. Dermat. 58: 402, 1953. 3. Kierland, 
R. R. and Ede, M.: A.M.A. Arch. Dermat. 63: 602, 1951. 


NEW INDICATION: 

Parenteral Priscoline® 
relieves bursitis pain 
in over 90% of cases 


44A 





Frankel and Strider' report: 
“Intravenous Priscoline gave 
excellent to good results in over 
90% of our cases.” 


“Priscoline hydrochloride 
intravenously is an effective agent 
in the treatment of acute and 
recurrent acute subdeltoid bursitis.” 


The 150 patients in this study 
were given 1 ml. (25 mg.) 
Priscoline, by intravenous injection, 
daily from 1 to 3 days. Excellent 
results (relief gained immediately 
or within 24 hours; painless 
rotation of arm) were achieved in 
71 patients. Good results (no 
sedation required; partial 
movement of arm without discom- 
fort) were obtained in 68 patients. 
Eleven patients had no relief. 


Patients’ ages ranged from 22 to 
85 years. Calcification was 
present in varying degrees in 82 
cases. Sixty-nine patients 
reported previous attacks and 
had been treated unsuccessfully 
with X-ray, hydrocortisone 

and other agents. 


The authors suggest it is the 
sympatholytic action of 
Priscoline which relieves pain by 
chemical sympathetic block. 
Further, “Priscoline may, through 
its vasodilating ability, promote 
the transport of calcium 

away from the bursa.” 


“We can especially recommend 
its use in cases where X-ray 
therapy or local injection 

of hydrocortisone has failed.” 


1. Frankel, C. J., and Strider, D. V.: 
Presented at Meeting of American 
Academy of Orthopaedic Surgeons, 
New York, N.Y., Feb. 3, 1958. 


SUPPLIED: MULTIPLE-DOSE VIALS, 
10 ml., 25 mg. per ml. 

Also available: TABLETS, 25 mg.; 
ELIXIR, 25 mg. per 4-ml. teaspoon. 


PRISCOLINE® hydrochloride 
(tolazoline hydrochloride CIBA) 


Illustration by F. Netter, M.D., 
from CLINICAL SYMPOSIA 10: 
Cover (Jan.-Feb.) 1958. 
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"dallas the bronchial tree 
P has too much’ bark” 


make cough MORE PRODUCTI! 
LESS DESTRUGT 


Pe “Significantly superior’? cough therapy for ‘‘markedly” 
re reducing the severity and frequency of coughing,! for 

; increasing respiratory tract fluid,! for making sputum 
easier to raise,? and for relieving respiratory discomfort.* 


A. H. ROBINS CO., INC., RICHMOND 20, VIRGINIA 


Ethical Pharmaceuticals of Merit since 1878 


References: 

1. Blanchard, K., and Ford, R. A.: 
Clin. Med. 3:961, 1956. 2. Cass, L. J., 
and Frederik, W. S.: 2:844, 1951. 
3. Hayes, R. W., and Jacobs, L. S.: 
Dis. Chest 30:441, 1956. 4. Schwartz, 
E., Levin, L., Leibowitz, H., and 
McGinn, J. P.: Am. Pract. & Digest 
Treat. 7:585, 1956. 





* ROBITUSSIN’ — 


Antitussive-Demulcent-Expectorant: 
Glyceryl guaiacolate 100 mg. and desoxyephedrine hydrochloride 1 mg. per 5:cc. 


~ ROBITUSSIN A-C 


Robitussin with Antihistamine and Codeine:-‘Same formula as Robitussin, plus 
prophenpyridamine maleate 7.5 mg. and codeine phosphate 10 mg. per 5 cc, (Exempt narcotic) 
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IS THIS YOUR PATIENT? 





7. hy 


EARLY POSTMENOPAUSE 
Complains of low back pain, vague 
aches and fatigue 

Posture is poor 


No x-ray evidence of bone lesions 


These three patients have osteoporosis. Early diagnosis 
and treatment with “Formatrix” is important because 
osteoporosis is probably the only age change that can be 
averted. With “Formatrix” therapy, relief from the symp- 
toms of low back pain, vague aches and fatigue may be 
obtained in as little as a few weeks. “Formatrix” supplies 
the essential materials to stimulate increased bone forma- 
tion and prevent further loss of bone substance that leads 
eventually to loss of height, stooped posture, and dis- 
abling fractures. 

The highest incidence of osteoporosis may be found 
among the 14,000,000 women in the U.S.A. who are 
55 years of age and over. Some investigators claim that 
almost all women past the menopause will show some 
degree of osteoporosis; furthermore, if all these women 
were examined carefully, 50 per cent would show x-ray 
evidence of decreased bone mass. 


AYERST LABORATORIES 
New York 16, N. Y. * Montreal, Canada 


5878 





LATER POSTMENOPAUSE 
Back pain is severe, spreading to 
hips (“girdle pain”) 

Patient is round shouldered, 

walks with a stoop 

X-ray reveals compression fractures 
of lower vertebrae 





“FOR) 











70 AND OVER 

Fracture of hip after a minor fall 
X-ray reveals fracture of neck of femur 
X-ray reveals compression fractures 
of lower lumbar vertebrae 


Suspicion may be the handiest diagnostic tool since pre- 
senting symptoms vary from mild to severe and in-} 
capacitating pain, and no x-ray evidence of spinal degen-| 
eration is available until about 30 per cent of the bone 
matrix is lost. Between these two extremes there are 
other signs of estrogen deficiency such as wrinkled and 
thinning skin, a tendency to appear older than stated 
years; there may also be /ypercalciuria when postmeno- 
pausal osteoporosis is complicated by acute osteoporosis} 
of disuse. 


Osteoporosis is primarily an atrophic condition of bone 
matrix formation and any factor that depresses osteo} 
blastic activity or retards the formation of protein and 
connective tissue such as prolonged immobilization, cor- 
tisone therapy, or malnutrition will favor development 
of osteoporosis in both male and female. 
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“FORMATRIX” contains three most essential bone 
building materials necessary for matrix formation, estro- 
gen, androgen and vitamin C. 


bs: estrogen component of ‘“Formatrix” stimulates 
osteoblastic activity, thus aiding calcium and _phos- 
phorus deposition; it also imparts a feeling of ‘“well- 
being.” The anabolic action of methyltestosterone pro- 
motes the synthesis of protein and restores a positive 





nitrogen balance. Together, these hormones have a 
greater effect on bone and protein metabolism than either 
alone, and side effects are minimized because of the 
opposing action of the two steroids on sex-linked tissues. 
Vitamin C plays an important role in formation of inter- 
cellular cement substance and amino acid synthesis. 
“Formatrix” has a large amount of vitamin C to aid in 
new bone matrix formation and to further help in the 
healing of fractures. 





a 
= “FORMATRIX” — each tablet contains: 
Conjugated estrogens equine (“Premarin”’s)............02. sjareiete o Aisle utes win. oss 27 1.25 mg 
ROM SRCSERSLCLIO NG sto s SSMS A 66) <5s.'s- 5's! Gk Gi ora S059 7S. al erarah WUE 10.0 mg 
PRM MND ROMER CNS eh Stix rg Kreg tala S Sudiie wale osere ae Seiad so oe ee 400.0 mg. 
T Dosage: | tablet a day — In the female, three weeks of treatment with a rest period of one week between 


courses is recommended. 


Supplied: Tablets, bottles of 60 and 500. LITERATURE AVAILABLE ON REQUEST 
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EARLY POSTMENOPAUSE 


No x-ray evidence of bone lesion 


LATER POSTMENOPAUSE 
X-ray reveals compression fracture 
of lower vertebrae 


70 AND OVER 


X-ray reveals fracture of neck of femur 
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elopment 
TO RELIEVE LOW BACK PAIN —TO PROMOTE HEALING OF FRACTURES 


in osteoporosis 
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(Brand of Steroid — Vitamin Combination) 


for matrix formation 

















Jubath 





topical application 


Individuals suffering from parched, dry skin find imme- 
diate relief with soothing Lubriderm, a carefully balanced 
oil-in-water emulsion. As Lubriderm's aqueous outer-phase 
helps restore suppleness to drawn, taut skin, the oily 
inner-phase softens roughened, chapped areas and acts 
as a protective barrier to the further loss of moisture. 
When used persistently, Lubriderm insures a soft, smooth, 
comfortable skin condition. 


bath additive 


Many persons with dry skin experience bothersome itch- 
ing and burning of the skin after bathing, a discomfort 
which generally worsens whenever the humidity of the air 
is low. Such after-bath pruritus is often controlled with the 
use of Lubath in the bath water. Lubath, a highly refined 
cottonseed oil made dispersible in hard or soft water by 
a non-irritating, non-ionic surfactant, deposits a thin film 
of oil over the entire body while bathing, usually bring- 
ing prompt relief. 





For detailed information and samples, write... 
TEXAS PHARMACAL COMPANY 
San Antonio, Texas 











RHEUMATOID ARTHRITIS 


PROXIMAL SIDE ADHESION FIBROUS 
ANKYLOSIS 


OF JOINT 


















From left to right, 

in an increasing gradient 

of involvement: 

Edema of synovial membrane, > ere 
proliferation of capillaries : _ 
and fibroblasts, 

accumulation 

of inflammatory cells, 
effusion into joint space, 
pannus formation, 
and finally adhesions 
and bony ankylosis. 






SYNOVIAL VILLI 


SCHWENK 








IMPENDING 
BONY ANKYLOSIS 





ARTICULAR CARTILAGE 


IN RHEUMATOID Disorpers \Ledrol 











Accompanying disturbances 





of peripheral rheumatoid 
arthritis, with approximate 





percentages of occurrence. 

| LYMPHADENOPATHY 
in 33% 

| 

| 





| SUBCUTANEOUS NODULES in 15-20% | 


PSORIASIS in 5% 
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EYE INFLAMMATIONS 
in 5% 








PLEURITIS AND PERICARDITIS 


for yo 
safely } 
ais him fr 
now us 
» As rep 

greater 
periart 
of all tl 
In all | 
Grade 


in<5% 
satis occur. 























MUSCULAR ATROPHY in>50% 











As for 
resis as 
serted 

other ¢ 


These | 
for yo 
patient 
mately 
cortico 
reducti 


fi. a 
VALVULAR DAMAGE 
—possible 








ignific 
ften r 
rom \ 


‘Thus. 


There is a difference of 
opinion as to whether or not 
the variations shown here 
have a common etiology. 







































Clinically, however, ethy] 
VARIANTS OF RHEUMATOID ARTHRITIS they can be distinguished. one 7% 
? 
Peripheral Juvenile or Felty’s w | vith de 
(see previous page) Still’s Disease Disease Psoriatic Spondylitis : 
essenin 
Serological >70% positive Usually —— Usually Usually | and 
Tests negative negative negative ; 
methy] 
Proximal inter- Same as Poly- Same as Sacro- —— ¥ 
Usual Site of phalangeal joint, peripheral, arthritic peripheral,but and a ourse | 
Involvement metacarpophalangeal with common also terminal column. nsucci 
joint of hands, involvement interphalangeal 30% develop 
pee. in the 
knees, feet, wrists, of spine also joint of hands peripheral 
elbows and psoriasis rheumatoid in each 
of nails arthritis 
In shor 
Splenomegaly 10 30% 100% Same as ——- 
peripheral ontrol 
Lymphadenopathy 33% 60% —— Same as = ate Vite 
peripheral therapy 
Blood Hypochromic Leukocytosis Leukopenia Same as == less Sev 
anemia; possible 50,000/mm.? peripheral ° 
leukocytosis; ith I 
possible leukopenia oid pat 
Sex Incidence 60% to 65% to 70% paneer Same as 80% to 90% lowe: 
70% female female peripheral male 
Age of Onset 30—45 years Prepuberty — Same as 20-30 incre: 
peripheral years 
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The “conversion test” is a simple way to see 
— for yourself how much better and more 
| safely Medrol maintains the arthritic. Switch 
him from whatever corticosteroid you are 
now using to the same amount of Medrol. 
As reported in published papers, you'll see 
\greater ease of motion,'” greater strength in 
periarticular muscle groups,’ greater relief 
of all the signs and symptoms on the disease. 
In all likelihood, nodules will soften’? and 
Grade I response (remission) will often 
occur.’ 





As for side effects, you'll see increased diu- 
resis as proper electrolyte balance is reas- 
serted and edema is relieved.’* You'll sec 
other corticoid effects decrease or reverse.’ 
These results will probably make it possible 
. for you to reduce the dose.** The Medrol 
’ patient is usually well managed on approxi- 
mately 20% less steroid intake than on other 
orticoids*... with, of course, an even further 
reduction of the risk of side effects. 


Significantly, while conversion to Medrol 
ften results in valuable gains, conversion 
from Medrol 1s likely to lead to reverses.’ 
‘Thus, on the same or smaller doses of 
nethylprednisolone [Medrol] than predni- 
'_fBone, a total of 34 of 60 patients responded 

| vith decrease in rheumatoid activity or had 
meses: lessening of symptoms....”* On the other 
I hand, “Substitution of prednisone for 
———fmethylprednisolone [Medrol] during the 
course of treatment with the latter drug was 
unsuccessful....Varying degrees of increase 
fin the rheumatoid manifestations occurred 
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n short, rheumatoid manifestations are best 
controlled with Medrol. Major side effects 
———fare virtually nonexistent—even in long-term 
[therapy —and minor side effects are rarer and 

less severe than with other corticosteroids. 


{With Medrol, you can give your rheuma- 
oid patients the benefits of 
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lower daily dosage 
= increased therapeutic effectiveness 
greater freedom from side effects. 


IN RHEUMATOID 
ARTHRITIS: 

THE “CONVERSION TEST” 
POINTS T0 


Medro 


DISTINGUISHED 

FOR 

CORTICOID EFFECTIVENESS 
DISTINGUISHED 

FOR 

THERAPEUTIC SAFETY 


* 





MISOLONE, UPJOHN 


FrAADEMARK, REG, U.S. PAT. OFF.- METHYLPRED 








1. Rosenberg, E. F: Rheumatoid 


Metabolism 7:487 (July) 1958. 
Fy 2. Caplan, P. S.: Use of Methyl- 
prednisolone in Management 
of Rheumatoid Arthritis, 
: Metabolism 7:505 (July) 1958. 
‘eo 3. Neustadt, D. H.: Effects 
of Methylprednisolone (Medrol) 
‘ in Rheumatoid Arthritis: A 
Preliminary Study, Metabolism 
7:497 (July) 1958. 
4. Bilka, P.J., and Melby, J.C:: 
A New Antirheumatic Steroid: 
Preliminary Report, Minnesota 
Med. 4/:263 (April) 1958. 


i 
; | 
il This is the unique Medrol bad Arthritis: Therapeutic Experience 
| molecule designed by Upjohn -~~@* 5.4 e with 6-Methylprednisolone (Mei:f 


research to achieve the widest known 
split between the specific, 
anti-inflammatory corticoid action 





and the undesirable 
mineralocorticoid effects.*” 


Medrol  ¢ 


The only corticosteroid with a methyl group 


ie paces 


in the 6-alpha position. 


DISTINGUISHED CHEMICALLY 
DISTINGUISHED CLINICALLY 





res IN ADRENOGENITAL 
SYNDROME ) 
a * good results with 
Medrol with no 
c deleterious reactions 
I 


| IN BLOOD DYSCRASIAS 





the chemical superiority 
of Medrol brings about 
* full temporary 
remissions in a number A. 
of patients with 
acute leukemia ‘) 
* striking clinical 
improvement in 
patients with chronic 
lymphocytic leukemia 








a 




















IN OPHTHALMIC DISORDERS 
the molecular difference IN ALLERGIC DISORDERS 
, of Medrol results in this corticoid 
* superior effectiveness effectiveness of Medrol 
and safety in ocular leads to 
| allergies, acute * superior results in 
and chronic uveitis, 9 out of 10 patients 
and other disorders of * lowest incidence of 
the posterior segment side effects on record IN RHEUMATOID ARTHRITIS 
(about 4%) Medrol's chemical 
; distinction is reflected in 
IN DERMATOSES * good to excellent 
Medrol's distinctive — — 
formula achieves + frequent functional 
* major improvement reclassifications, up to 
in the majority of even complete remission 
pei pinned > + fewer and milder side 
. y rtene effects than with 
— treatment period any other corticoid 
| Kj * drastic reduction in 
! incidence and severity 
of side effects 
| a “4 
Si senacs Te Penne Upjohn 


The Upjohn Company, Kalamazoo, Michigan 





heumatoid 

c Experience 
olone (Medi 
aly) 1958. 
of Methyl- 


itis, ( 
uly) 1958. 
effects 

e (Medrol) 
itis: A 
fetabolism 


elby, J.C 
c Steroid: 


Minnesota 
1958. 
) 


ITIS 





ny 


Upjoh 


’ ie, 











’ 


why California 


table wine 








Sodium (mg./100 cc.) 





No. specimens 











examined Mean 
Musts (crushed white grapes) 9 1.63 
California Red Table Wines 82 5.56 
California White Table Wines 73 5.44 





California Dessert Wines 104 7.10 





Dietary restriction of sodium has become a standard procedure in the control 
of edema associated with cirrhosis of the liver, congestive heart failure, certain 
kidney ailments, toxemias of pregnancy, during digitalization and in drug- 
induced diuresis. 

Unfortunately sodium-restricted diets tend to be flat, tasteless, monotonous, 
leading toward failure of dietary cooperation by the patient. 

In such cases California table wine may be employed safely as well as to 
advantage in making the food more palatable without adding significant 
amounts of sodium . 

In a recent study! it was shown that California table wines are remarkably 
low in sodium content—less than 10 mg. per 100 cc. (312,ounce glass). 

Since recent research *:*:* has also shown that wine stimulates a lagging 
appetite and aids digestion while adding a sparkle to any meal— why not encour- 
age the moderate use of wine by the patient on a restricted dietary, as well as by 
the sufferer from anorexia, the post-surgical, convalescent or geriatric patient? 

May we send you a copy of “Uses of Wine in Medical Practice”? A copy 
is available to you, at no expense, by writing to;,Wine Advisory Board, 717 
Market Street, San Francisco 3, California. . 


1. Lucia, S. P. and Hunt, M. L.: Am. J. Digest. Dis. 2:26 (Jan.) 1957. 

2. Goetzl, F. R.: Permanente Found. M. Bull. 8:72 (April) 1950. 

3. Irvin, D. L. and Goetzl, F. R.: Permanente Found. M. Bull. 9:119 (Oct.) 1951. 

4. Irvin, D. L.; Durra A., and Goetzl, F. R.: Am. J. Digest. Dis. 20:117 (Jan.} 1953. 








PREVENT 


both cause and fear of 


ANGINA 
ATTACKS 


“In diagnosis and treatment [of cardiovascular diseases ] 
... the physician must deal with both the emotional and 
physical components of the problem simultaneously.” 














The addition of Miltown to PETN, as in Miltrate, 
“appears to be more effective than [PETN] alone in the 
control of coronary insufficiency and angina pectoris.’”’ 


1 Friedlander, H. S.: The role of atarazies in cardiology. Am. J Card. 1:395,March 1958. 


2. Shapiro, S. : Observations on the use of meprobamate in cardiovascular disorders. Angiology 8 :504, Dec. 1957 
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NEW 
dovetailed 
therapy 
combines 

in ONE tablet 


Miltrate 


proven safety for long-term use 





/ 


prolonged relief from sustained coronary 
anxiety and tension with vasodilation with 
The original meprobamate, pentaerythritol tetranitrate 
discovered and introduced a leading, 
by Wallace Laboratories long-acting nitrate 


Miltrate is recommended for prevention of angina attacks, not for relief of acute attacks. 
Supplied: Bottles of 50 tablets. 
Each tablet contains: 200 mg. Miltown + 10 mg. pentaerythritol tetranitrate. 


Usual dosage: 1 or 2 tablets q.i.d. before meals and at bedtime. 
Dosage should be individualized. 


For clinical supply and literature, write Dept, 5D 


Wi)° WALLACE LABORATORIES, New Brunswick, N.J. ‘iia Since 


5IA 





A CHAIN OF COMMAND IN TOPICAL INFECTIONS 


Whatever the situation—ocular infections and injuries, superficial oral-pharyngeal infections, or a variety 
of ‘skin wounds and abrasions—there is an ACHROMYCIN preparation ready to meet the call for prompt 
anti-infective treatment. 

Decisive broad-spectrum action has established ACHROMYCIN tetracycline as the antibiotic of choice 
for prompt control of infection at any site. This is why so many physicians look first to ACHROMYCIN 
for a dosage form to meet their specific medical requirements. 


niall ine to ran “ ACHRO MYCIN 


Tetracycline Lederle 











TOPICAL SPRAY OPHTHALMIC 
Tetracycline HCI OINTMENT 1%: 
Crystalline: Y% oz. tube. 





710 mg. 


OPHTHALMIC OIL 1% 
suspended in sesame 
oil: 

4 cc. plastic bottle. 


OINTMENT 3%: 
YW oz. and1 
oz. tubes 





. D . 
OINTMENT (OPHTHALMIC) a 





——— 






en 3% 
HYDROCORTISONE 2%: 


TROCHES 15 mg. 
(Peppermint Flavor): 
bottles of 25 








5 Gm. tube and 250 mg. 
PHARYNGETS* 
Troches 15 mg. 
(Cherry Flavor): 
pt box of 10 
OINTMENT 1% (foil-wrapped). 


with HYDROCORTISONE 
15%: 
Ye oz. tube. 





LEDERLE LABORATORIES, a Division of AMERICAN CYANAMID COMPANY, Pearl River, New York t Lederte) 
*Reg. U-S. Pat. Off. 
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BEFORE THE URINALYSIS, STOP THE PAIN: 


Pyridium relieves urinary tract symptoms of pain, burning, frequency 
and urgency in less than 30 minutes...is compatible with the antibac- 
terial of your choice...a quick-acting analgesic for instrumentation or 











while awaiting surgery. Pain relief allows improved PYR i DI UM’ 
bladder function, reduces pooling of infected urine. MORRIS PLAINS, N. J. 


(BRAND OF PHENYLAZO-DIAMINO-PYRIDINE HCI 











Habit Time of Bowel Movement « PETROGALAR Wyeth 
(Aqueous Suspension of Mineral Oil, Plain) ca 











DAA 




















New Pyridium Tri-Sulfa, for acute urinary tract infections, is the only 
combination treatment which provides the therapeutic dose of analgesic 
Pyridium with only 1 tablet four times daily. Provides symptom relief 


in less than 30 minutes plus broad PYRI DI U M TRI SULFA 
and efficient antibacterial action. ve “3 MORRIS PLAINS, N. J. 


IF THE URINALYSIS SHOWS INFECTION: ‘iiss 
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MORE EFFICIENT THAN 
PREDNI-STEROIDS ALONE 


ATARAXOID 


EFFECTIVELY 
CONTROLS 
anxiety-tension- 
induced exacerba- 
tions and emotional 
factors through 
the safe tranquil- 
izer and muscle- 
relaxant! effects of 
hydroxyzine. 
Potentiates the 
action of predniso- 
lone, markedly 
improving degree 
of response, some- 
times doubling 
dosage efficiency, 
and permitting 
lower dosages.2-4 
The unique anti- 
secretory action’ of 
hydroxyzine also 
minimizes corticoid- 
induced gastric 
reactions. 


. Hutcheon, D. E., et al.: 
Paper presented at Am. Soc. 


~ 


Pharmacol. & Exper. Therap., 
Nov. 8-10, 1956, French Lick, 
Ind. 

2. Johnston, T. G., and Cazort, 
A. G.: Clin. Rev. 1:17, 1958. 

3. Warter, P. J.: J. M. Soc. 

New Jersey 54:7, 1957. 

4. Individual Case Reports to 
Medical Dept., Pfizer 
Laboratories. 

5. Strub, I. H.: To be published. 


prednisolone-hydroxyzine 


SUPPLIED: 


ATARAXOID 1.0 


scored green tablets, 
5.0 mg. prednisolone 
and 10 mg. hydrox- 
yzine hydrochloride, 
bottles of 30 and 100. 


ATARAXOID 2.5 


scored blue tablets, 
2.5 mg. prednisolone 
and 10 mg. hydrox- 
yzine hydrochloride, 
bottles of 30 and 100. 


ATARAXOID 5.0 


scored orchid tablets, 
1.0 mg. prednisolone 
and 10 mg. hydrox- 
yzine hydrochloride, 
bottles of 100. 


PFIZER LABORATORIES 
Division, Chas. Pfizer & Co., Inc. 
Brooklyn 6, New York 














IF URINARY INFECTION PROVES CHRONIC: 


Mandelamine is antibacterial, yet is not an antibiotic! Effective in many 
urinary tract infections resistant to antibiotics and sulfonamides, won’t 
sensitize patients, no resistant strains develop. Mandelamine obviates 


need for alkalis or forcing of fluids, and it is MANDELAMINE 
excellent for long term therapy. Cost is low. MORRIS PLAINS, N. J 


CHILCOTT 
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GERIATRIC SUPPORTIVE FORMULA, 


ABBOTT 











A FULL RANGE OF DIETARY 
AND THERAPEUTIC SUPPORT 
FOR OLDER PATIENTS 


B-COMPLEX VITAMINS 
Thiamine Mononitrate. . 
Riboflavin........ 
Pyridoxine Hydrochloride 
Nicotinamide. 


...... 1.5 mg. (5000 units) 
12.5 meg. (500 units) 
10 Int. units 


HEMATOPOIETIC FACTORS 
Bevidoral® Y, U.S.P. Unit (oral) 


(Vitamin B,2 with Intrinsic Factor Concentrate, Abbott) 


Ferrous Sulfate, U.S.P.. .. 
Folic Acid 


CAPILLARY STABILITY 
Ascorbic Acid 

Quertine® (Quercetin, Abbott) 
LIPOTROPIC FACTORS 


Betaine Hydrochloride............. 
Inositol 


ANTI-DEPRESSANT 

Desoxyn® Hydrochloride............ 
(Methamphetamine Hydrochloride, Abbott) 
HORMONES 


Sulestrex® 
(Piperazine Estrone Sulfate, Abbott) 
Methyltestosterone 


STREAMLINED INTO THE SMALLEST 


TABLET _ OF ITS KIND 








High-concentration topical salicylate-menthol therapy 
BEN-GAY) offers safe, penetrating relief of painful 
joints and muscles resulting from overexertion. 


New, objective evidence: 


A double-blind study: has reaffirmed 
the exceptional efficacy and safety of 
conservative, local treatment of 
chronic rheumatic disorders with 
BEN-GAY® (BAUME BENGUE), a high- 
concentration salicylate-menthol 
compound. 





The local and systemic effects of 
BEN-GaAy were evaluated by entirely 
objective methods in 211 subjects of 
both sexes suffering from various 
types of chronic arthritis, bursitis, 
neuralgia, myalgia and lumbago. 
Changes in range of joint motion 
were determined by goniometer and 
by flexion. Topical application of 
BeN-Gay measurably improved artic- 
ular function in 94% when physical 
therapy was also used, and in 61% 
without adjunctive treatment. Effi- 
cient absorption of salicylate through 
the skin was indicated by an average 
urinary excretion of 15 mg. in 24 
hours. No ill effects were reported 
or observed. 


Benefits of Topical Salicylate 


in chronic rheumatic disease 


Menthol-induced hyperemia plus high local concen- 
tration of salicylate has been recently rediscovered 
as one of the safest and most promptly effective 
remedies for rheumatoid discomfort due to exposure. 


i 








This controlled study offers new evi- 
dence of the efficacy and safety of 
local treatment of chronic rheumatic 
disease with BEN-GaAy, one of the 
safest and most reliable formulae at 
the physician’s disposal. BEN-Gay is 
available in two strengths, Regular and 
Children’s. THos. LEEMING & Co., INC., 
155 East 44th St., New York 17, N.Y. 


1Brusch, C.A., et al.: Md. State Med. J.; 5:36, 1956. 
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| More efficient salicylate penetra- | 

| tion of treated area and quicker 

relief of pain is now made pos- 
sible by water-washable, new | 

| GREASELESS-STAINLESS BEN-GAY. i 
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better nutrition, 
more effective buffering 


~ taqce! 
Sustager 
fe wa Ge EE 
Vor 
Complete food, Mead Johnson 
powder 


helps you keep 
peptic ulcer patients well-fed 
... comfortable... on the go 


With Sustagen, you can provide the 
peptic ulcer patient with a diet complete 
in all known essential nutrients ... and, 
because of its effective buffering action, 
Sustagen helps speed healing of the lesion. 


In a study of 40 patients “refractory to 
conventional ulcer therapy,” 87% re- 
sponded favorably toa Sustagen regimen. 
(Winkelstein, A.: Am. J. Gastroenterol- 
ogy 27: 45, 1957) 


Special Printed Diets for Peptic Ulcer 
Patients (Lit. 306) are available to save 
you time in instructing your patients. 
For a supply or specimens of these diets, 
you are cordially invited to ask your 
Mead Johnson Representative or write 
to us, Evansville 21, Indiana. 


Mead Johnson 


Symbol of service in medicine 
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NEW TRANQUILIZER 


Provides effective tranquilization with phys- 
iological safety. 


Often reduces hypertension by means of 
extended relaxation. 


Allows natural sleep by releasing tensions. 


Softab form is convenient...can be taken 
anywhere, anytime, no water needed. 


ee ie i 


Pharmacologic screening involving four distinct types of techniques has demon- 
strated that buclizine [SorTRAN] is a ‘‘true’’ tranquilizer. The experimental animal 
did not exhibit motor stimulation or depression often seen with a number of agents 
currently being used as tranquilizers. Cutting, Windsor; Baslow, Morris; Read 
Dorothy, and Furst, Arthur, School of Medicine, Stanford University, Stanford 
California: The Use of Fish in the Evaluation of Drugs Affecting the Central Nervous 
System, submitted for publication 


Studies with buclizine [sSorTRAN] indicated it to be a potent and versatile therapeu 
tic agent with clear-cut tranquilizing properties. It was found to be an effective 
ataraxic agent for mild to moderate anxiety-tension states and mild senile agitation 

With the tensions and stresses of everyday life mounting to a new high every day 
the need Tor such preparations is apparent. The absence of habituation and tolerance 

makes it of especial value. Additional properties of antihistaminic, anti-nauseant, 
anti-motion sickness and hypotensive activity make buclizine [SorTRAN] a valuable 
compound in this field. Settel, Edward, M.D., Brooklyn, New York: Buclizine, a 
new Tranquilizing Agent, submitted for publication 


In studies using buclizine [sorTRAN] for patients with anxiety associated with infer 
tility SOPTRAN was found to be an effective tranquilizer. In doses of 50 mg. twice 
daily adequate effectiveness was obtained without undue drowsiness or other notice: 
able side effects. Schultz, John M.,M_D., Miami, Florida: Excerpt from clinical study 
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Formula: 
Buclizine Hydrochloride..................50 mg. & 25 mg. 





Usual dosage: 
One 50 mg. tablet, 1 to 3 times daily 
Cuitpren: One 25 mg. tablet, 1 to 2 times daily. 


We have been using buclizine hydrochloride [SorrRaN]} for six months on over 200 
patients, both obstetrical and gynecological. We have found it to be a very superior tran 
quilizer in those patients who are at the menopause age and require adjuvant therapy to 
ordinary hormone replac ement It has been universally well tolerated In only two cases 
in the entire group has there been objectionable lassitude or drowsiness, These have been 
counteracted very simply by the use of amphetamine compounds. We can unhesitatingly 
recommend it for use in such cases. Rutherford, Robert N., M.D., Seattle, Washington 
Excerpt from clinical study 





THE STUART COMPANY 
PASADENA, CALIFORNIA 


It is particularly noteworthy that systolic blood pressure is often reduced in patients with 

essential hypertension. Diminution of psychic stress factors is apparently responsible for RADE MARK 
this hypotensive effect. Settel, Edward, M.D., Brooklyn, New York: Buclizine a New 

Tranquilizing Agent, submitted for publication 


3uclizine [SOFTRAN] and placebo were employed in a double blind study conducted with 
patients having anxiety symptoms associated with infertility. Marked tranquilizing proper- 
ties were observed with the buclizine-containing preparation [SorTRAN]. An effective 
daily dose was 2 tablets (50 mg. each). The product was well tolerated; side effects, such 
as drowsiness, were minimal. Tyler, Edward T., M.D., Los Angeles, California: An 
Fvaluation of the Use of Tranquilizing Agents in Infertility, submitted for publication 





IMPORTANT 
THERAPY 
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Kraurosis Vulvae 
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ee ental Vaginitis 
Senile Vaginitis 


Hist-A-Cort- E.. 


IN EXCLUSIVE — 
ACID MANTLE 
VEHICLE ACID MANTLE® Hydrocortisone - 


Estrone-Pyrilamine Maleate-Synthetic Vitamin A 
providing 

Epithelium Regenerative 
Antiinflammatory 
Antipruritic 
Antikeratotic 


ZyH¢ 


action 
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Antiallergic 
Antihistaminic 
Normal-Vaginal- and 

Anal-Tract- pH-Restorative 
Sig: Apply twice daily—Supply: 1 oz. tubes 


arty, 
Samples and literature on request 


ey 
ele} ,,i= Cheucicals bac. 109 WEST 64 ST., NEW YORK 23, N.Y. (wy 


665 N. Robertson Blvd, Los Angeles, Calit’ - In Canada: 2765 Bates Rd., Montreal, P.Q 















Butazolidin: 


(phenylbutazone Geigy) 








in a broad spectrum 
of inflammatory indications 











arthritic - phlebitic - rheumatic 





clinically verified by over 
1,000 published reports*... 
150,000,000 patient days... 









50 Geigy 











e 
Geigy 
Ardsley, N.Y. 
In a typical study of 1,776 patients’ treated with Butazolidin for rheumatoid arthritis, osteo- 
arthritis, ankylosing spondylitis or miscellaneous musculoskeletal disorders, the over-all picture 
was gratifying. Over 80% of the patients responded favorably. In the more acute cases, results 
were frequently outstanding. Pain relief was generally accompanied by reduction in joint 
swelling and increase in mobility. Only 3 patients developed serious reactions. 

Robins and others? have reported that Butazolidin was particularly effective in the treatment 
of rheumatoid spondylitis and gouty arthritis. Response was also favorable in rheumatoid arthritis, 
osteoarthritis, the painful shoulder syndrome and miscellaneous other musculoskeletal conditions 
of an inflammatory nature. Stein? has reported that therapy with Butazolidin provides uniform 
and striking improvement in acute superficial thrombophlebitis, due to varicose veins, malignan- 
cies, chemical and diagnostic irritants and other causes. In his series of 132 patients, 126 (95.5%) 
responded favorably. 
(1) McMahon, M, F.: Rheumatism 13:17, 1957. (2) Robins, H. M.; Lockie, L. M.; Norcross, B.; Latona, S., 
and Riordan, D. J.: Am. Pract. & Digest Treat. 8:1758, 1957. (3) Stein, |. D.: Circulation 12:833, 1955. 
“Complete bibliography furnished on request. 
BUTAZOLIDIN® (phenylbutazone Geigy): Red coated tablets of 100 mg. BUTAZOLIDIN® Alka: Capsules 
containing BUTAZOLIDIN (phenylbutazone Geigy) 100 mg.; aluminum hydroxide 100 mg.; magnesium 
trisilicate 150 mg.; homatropine methylbromide 1.25 mg. BUS975 














oN ony ahs 


eye a : 
fe 


+ (pir f 


multiple benefits for your obese 
patients...when you prescribe 


ag PRELUDIN sagas ah" 


(brand of phenmetrazine hydrochloride 





specifically for weight reduction 


PRELUDIN—not an amphetamine, but an oxazine 

PRELUDIN does not overstimulate. ‘*...in-clinical use the side-effects of 
nervousness, hyperexcitability, euphoria, and insomnia are much less 
than with the amphetamine compounds and rarely cause difficulty.’ 


PRELUDIN—potent anorexiant 
“Its action as depressant of the appetite, is rapidly manifest and 
prolonged.”2 


PRELUDIN—provides gratifying weight loss 
“The total amount of weight lost by each patient and the average weekly 
weight loss were five times as great with [PRELUDIN] as with the placebo.’’ 


PRELUDIN—kind to the psyche 
“While complaints of depression, weakness and fatigue are generally asso- 
ciated with a [severely] restricted caloric regimen, by contrast, patients 
in this study were cheerful, alert and energetic.’ 
G F l GY (1) Council on Pharmacy and Chemistry, New and Nonofficial Remedies: J.A.M.A. 163:356 
(Feb. 2) 1957. (2) Martel, A.: Canad. M.AJ. 76:117, 1957. (3) Ressler, C.: J.A.M.A 
ARDSLEY 165:135 (Sept. 14) 1957. (4) Natenshon, A. L.: Am. Pract. & Digest Treat. 7:1456, 1956 


PRELUDIN® (brand of phenmetrazine hydrochloride). Scored, square, pink tablets of 
25 mg. Under license from C. H. Boehringer Sohn, Ingelheim 








Patients with coronary heart disease have higher serum 
cholesterol levels than normal, and hypercholesteremia 
frequently leads to coronary thrombosis. ! 


The iodides inhibit the increase of cholesterol in 
the liver and blood and are generally employed in 
arteriosclerosis, coronary sclerosis and angina pectoris.2 
However, they frequently cause iodism 

and adverse reactions. 





Iodo-Niacin may be administered in full dosage for 
a year or longer with no apparent hazard of iodism. 
It not only reduces hypercholesteremia but 

but also relieves the symptoms of arteriosclerosis? +4. 





Niacinamide hydroiodide, contained in Iodo-Niacin, 
prevents iodism by a physiological mechanism 
similar to that of niacinamide in pellagra.3 





Iodo-Niacin Tablets contain potassium iodide 

135 mg. and niacinamide hydroiodide 25 mg. The 
recommended dosage is 2 tablets three or four 
times daily. In emergencies lodo-Niacin 

Ampuls may be used for immediate action. 








HYPERCHOLESTEREMIA 
Reduced Without 1ODISM « ODO-NIACIN’ 


1, J.A.M.A. 164:1912, 1957. 2. Soll- 

mann’s Manual of Pharmacology, 8th Reduces Blood Cholesterol 
ed., 1957, pp. 1121-22. 3. Am. J. - 

Digest Dis. 22:5, 1955. 4. M. Times 

84:741, 1956. 








1ODO-NIACIN 














*U.S. Patent Pending 





—_———-Write for professional samples and literature — — =< 


Cole Chemical Company G-10 
3721-27 Laclede Ave., St. Louis 8, Mo. 


CHEMICAL 


Gentlemen: Please send me professional literature and samples of 10D0-NIACIN. 


3721-27 Laclede Ave. POMNEIIES sa scissevesiusncsnsvoomesateaisateyess a sa sienes scpeebSyouewusshassuudyealash Gboaepensoeassesacserunsatioa dete ; 
St. Louis 8, Mo. RUE ssusccisccveisconterarasrrmarerereeti REE DON Sa -e0 see: oh SS eae een OMNES > 
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Oatmeal Needs 
No Fortification 


IN GERIATRIC NUTRITION 
In the problems of geriatric 
nutrition, of dealing with 
the self-imposed restric- 
tions and distorted appe- 
tites of the aged, oatmeal 
offers definite advantages. 
It provides good protein, 
valuable vitamins and 
minerals, is low in sodium 
and purines, is easily eaten, 
readily digested, and 
promptly utilized. 





Oarurat is ‘‘Nature-Fortified’”’ with more pro- 
tein, more thiamine, and more phosphorous 
than any other whole-grain cereal. The germ 
and outer layers of the oat kernel, containing 
a natural wealth of protein, vitamins, and 
minerals, are not removed in the processing 
of oatmeal—their full, natural nutrient value 
is retained. 


Oatmeal is never subjected to high-tempera- 
ture toasting processes which may damage 
the quality of protein and affect its growth- 
promoting value. Neither in its processing nor 
in its cooking in the home does oatmeal suffer 
a loss of protein value or mineral content. 


For these reasons oatmeal needs no fortifi- 
cation. A bowl of cooked oatmeal is nature- 
laden with quality protein, B vitamins, and 
essential minerals—as rich as the whole oat 
kernels themselves on the day they are har- 
vested. 


Quaker Oats and Mother’s Oats, the two 
brands of oatmeal offered by The Quaker 
Oats Company, are identical. Both brands are 
available in the Quick (cooks in one minute) 
and the Old-Fashioned varieties which are of 
equal nutrient value. 


The Quaker Oats @mpany 


CHICAGO 
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new Paratlex products 
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new 


PARAFQO 


with PREDNISOLONE 

















for relief of the pain—spasm—pain cycle 





(PARAFLEX Chlorzoxazone} plus TYLENoL® Acetaminophen) 


in arthritic and rheumatic disorders 
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McNEIL LABORATORIES, INC + PHILADELPHIA 32, PA. 














now...the specific muscle relaxant 
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plus the preferred analgesic 
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combines PARAFLEX, the effective low-dosage skeletal muscle relaxant that is specific 
for painful spasm, and TYLENOL, the preferred analgesic for painful musculoskeletal 
disorders. Providing benefits that last for up to six hours, PARAFON is effective on 
the practical dosage of only six tablets daily. Side effects are rare and seldom severe 
enough to warrant discontinuance of therapy. PARAFON relieves pain and stiffness 
and helps improve function in acute and chronic low back disorders such as lumbago, 
acute paravertebral spasm, or sacroiliac strain; osteoarthritis; rheumatoid arthritis; 
traumatic hydrarthrosis; and traumatic muscle injuries. 

supplied: Tablets, scored, pink, bottles of 50. Each tablet contains: PARAFLEX Chlorzoxazone 125 mg.; 
and TYLENOL Acetaminophen 300 mg. 


7U.S. Patent Pending *Trademark 


adds the anti-inflammatory action of 
prednisolone to the relief of pain and 

spasm achieved with PARAFON. PARAFON 

WITH PREDNISOLONE is useful in many 
arthritic and rheumatic disorders, such as 
rheumatoid arthritis, rheumatism, myo- 

sitis, neuritis, tenosynovitis, fibrositis, 

bursitis, spondylitis, and osteoarthritis. 
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supplied: Tablets, scored, buff colored, bottles 
of 36. Each tablet contains: PARAFLEX Chlorzoxa- 
zone 125 mg., TyLENoL Acetaminophen 300 mg., 
and prednisolone 1 mg. 
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for inflammatory anorectal disorders .. . 


Wyanoids HC 


Rectal Suppositories with Hydrocortisone, Wyeth 


the first suppository to contain 


Hydrocortisone —to reduce inflammation and edema 
Plus the time-tested WV YANOIDS formula—to relieve itching, burning, soreness, pain 


a 


Postoperative scar tissue with inflammatory reaction 
e Acute and chronic nonspecific proctitis 
* Proctitis accompanying ulcerative colitis 


9 


Acute internal hemorrhoids 


oo 


Radiation proctitis 
Medication proctitis 
Cryptitis 


” 


® 





Postoperative 
Scar Tissue 





Supplied: Each suppository contains 
10 mg. hydrocortisone acetate, 15 mg. 
extract belladonna (0.19 mg. equiv. 
total alkaloids), 3 mg. ephedrine sul- 
fate, zinc oxide, boric acid, bismuth 
oxyiodide, bismuth subcarbonate and 
balsam peru in an oleaginous base. 


Literature available on request 
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Metamucil does WH@Qyusal 


In constipation, Metamucil produces SOFT, easy stools and activates gen- 
tle peristalsis. By adsorbing and retaining water within the stool Metamucil 
prevents hard feces from forming. And it adds to intestinal residue a soft, 
plastic bulk which ACTIVATES the normal reflex activity of peristalsis. 


Metamucil is a brand of psyllium hydrophilic mucilloid with dextrose. 








“Much better 
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GLUCOSAMINE POTENTIATED TETRACYCLINE 


CAPSULES ORAL SUSPENSION NEW! PEDIATRIC DROPS 
(black and white) (orange-flavored) (orange-flavored) 5 mg per drop, 
250 mg., 125 mg. 125 mg. per tsp. (5 cc.), 2 oz. bottle calibrated dropper, 10 cc bottle 


COSA-TETRACYDIN 


glucosamine potentiated tetracycline glucosamine potentiated tetracycline- 

with nystatin analgesic-antihistamine compound 

antibacterial plus added protection against For relief of symptoms and malaise of the 
monilial superinfection common cold and prevention of secondary 


CAPSULES (black and pink) 250 mg. Cosa-Tetracyn, complications 


Cans Sinyeer 8. mystetin) CAPSULES (black and orange) Ea. capsule contains: 
ORAL SUSPENSION 125 mg. per tsp. (5 cc.) Cosa. Cosa-Tetracyn 125 mg. + phenacetin 120 mg. + caffeine 
Tetracyn, (with 125,000 u. nystatin), 2 oz. bottle 30 mg. * salicylamide 150 mg. + buclizine HCl 15 mg. 


REFERENCES: 1. Carlozzi, M.: Ant. Med. & Clin. Therapy 5:146 (Feb.) 1958. 2. Welch, H.; Wright, W. W., and 
Staffa, A. W.: Ant. Med. & Clin. Therapy 5:52 (Jan.) 1958. 3. Marlow, A. A., and Bartlett, G. R.: Glucosamine 
and Leukemia. Proc. Soc. Exp. Biol. & Med. 84:41, 1953. 4. Shalowitz, M.: Clin. Rev. 1:25 (April) 1958. 
5. Nathan, L. A.: Arch. Pediat. 75:251 (June) 1958. 6. Cornbleet, T.; Chesrow, E., and Barsky, S.: Ant. Med. 
& Clin. Therapy 5:328 (May) 1958. 7. Stone, M. L.; Sedlis, A., Bamford, J., and Bradley, W.: Ant. Med. & 
Clin. Therapy 5:322 (May) 1958. 8. Harris, H.: Clin. Rev. 1:15 (July) 1958. 
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Proven in research 


1. Highest tetracycline serum levels 
2. Most consistently elevated serum levels 


3. Safe, physiologic potentiation (with a natural human metabolite) 


And now in practice 


4. More rapid clinical response 


5. Unexcelled toleration 


Pfizer Science for the world’s well-being 
PFIZER LABORATORIES 
Div., Chas. Pfizer and Co., Inc. 
Brooklyn 6, New York 


*Trademark 








Capillary and Vascular Integrity 


and the identifiable biologically-active components of citrus 


An abundance of evidence indicates the con- chemicals, toxins, virus, or infection. 
tributing role of certain identified citrus The wide range of application embraces: 


bioflavonoids in the treatment of capillary and _ inflammatory, cardio-vascular, metabolic and 
vascular impairment resulting from stress _ infectious diseases and spontaneous abortion. 
conditions. The stress may be imposed by The identified flavonoid chemical entities 
nutritional deficiencies, environment, drugs, under intensive investigation are: 
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These are incorporated in the following products manufactured exclusively by Sunkist: 


Hesperidin Complex ( 
Hesperidin Purified + Sources of Hesperidin 
Hesperidin Methyl Chalcone 


The available source of Eriodictyol and Diosmin, 


Lemon Bioflavonoid Complex ; . : Seas 
found in no other citrus fruit. 


Their biological activity has been demonstrated, including: 


Synergism with Ascorbic Acid 

Potentiation of Epinephrine 

Independent Vasoconstrictor Action 

Anti-hyaluronidase Effect 

Protection against (Selye) DOCA-Salt Injury resembling periarteritis 
Effect on Capillary Fragility 


These materials are finding wide use by the medical profession as incorporated in the specialties 
of leading pharmaceutical manufacturers, 


Sunkist Growers 


PRODUCTS DEPARTMENT 





PHARMACEUTICAL DIVISION - ONTARIO, CALIFORNIA 
... first in research to identify and make available the physiologically-active components of citrus fruits. 
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if you were Wy 
in the rheumatoid arthritic’s shoes, 





| Doctor... 


| wouldn't you want a steroid 
| with a proved record 
of safety and success? 


METICORTEN § 


prednisone 


you can count on rapid relief from pain, swelling and stiffness followed 

by functional improvement and maintained on an uncomplicated, 

low-dosage regimen with minimal chance of side effects} 

and without unexplained weight loss, anorexia, muscle cramps 
as reported with certain other corticoids} 


*Round-table Discussion by Leading Investigators, San Francisco, Calif., June 20, 1958. : 


METICORTEN, 1, 2.5 and 5 mg. white tablets. 
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you expect 


ATARAX | 


to calm your patients 


BUT IN 
MANY 
DISORDERS 
YOU GET | 





for example... 


IN CARDIAC CONDITIONS 


ATARAX is anti-arrhythmic. In addition to producing 
tranquilization, ATARAX “restored and then maintained 
normal sinus rhythm” in 30 patients with cardiac arrhyth- 
mias. All had been refractory to standard measures.! 


IN ALLERGIC REACTIONS 


ATARAX is antihistaminic, antiserotonin, Tranqui- 
lizers usually have an equivocal effect on allergic disease ; 
ATARAX appears to be the exception.? Feinberg reports 
“striking results” in 15 out of 17 patients with chronic 
urticaria that cannot be attributed to calming action 
alone.2 To date, over 649 cases of allergic dermatoses 
have responded favorably to ATARAX.3-4 


IN GASTRIC DISTURBANCES 


ATARAX is antisecretory,> antispasmodic,® and an- 
titensive. Both emotional and physical aspects of gas- 
tric disorders are controlled by ATARAX. Treatment of 
peptic ulcer, epigastralgia, aerophagia with painful eruc- 
tations, and colic of spastic origin, has yielded prom- 


ising results.5.6 


FOR MORE THAN ATARACTIC ACTION 


DOSAGE: Adults, one 25 mg. tablet or 1 tbsp. 1. Burrell, Z. L., et al.: Am. J. Cardiol. 1 :624 
syrup q.id. Children, 1-2 10 mg. tablets or = (May) 1958. 2. Feinberg, A. R., et al.: J. Al- 
1-2 tsp. syrup t.id. lergy 29:358 (July) 1958. 3. Eisenberg, B. 


os D.: Clin. Med. 3:897 ly) 1958. 4. Robin- 
suppLieD: Prescription only. Tablets, 10 gon, H. M., Jn. pm Rea My M. J. 5011288 


mg., 25 mg., and 100 mg., bottles of 100. — (Oct.) 1957. 5. Strub, I. H.: Personal com- 
Syrup, pint bottles. Parenteral Solution, munication. 6. Schuller, B.: Gaz. des Hépi- 
10 cc. multiple-dose vials. taux No. 10:391 (Apr. 10) 1957. 
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why all the fuss 
over potassium? 


Many physicians will recall when safe but 
potent organomercurials were first intro- 
duced. At the time there was considerable 
worry about possible potassium loss. Pa- 
tients were instructed to take foods rich 
in this mineral, and not infrequently potas- 
sium supplements also were advised. After 
enough experience was gained, it became 
evident that only the exceptional case could 
lose enough potassium to be concerned 
about. And with oral organomercurial diu- 


retics this was practically never a problem. 





Why revive the subject now? Because 
clinical experience with nonmercurial diuretics indicates most of them have such a 
specific effect on potassium that with their use very real problems must be faced. Enough 
potassium loss can lead to digitalis toxicity or to a classical overt hypopotassemia. Since a 
fair percentage of cardiacs who receive diuretics are also digitalized, this excess potassium 
excretion is clinically serious. Clinical experience is still too limited with some nonmercurial 
diuretics to say just how often such loss will occur—but warnings already have been 


sounded by some clinical investigators as to the need for potassium supplementation. 
Experience in many patients, for many years, demonstrates that potassium loss is never 
a problem when NeouypriN® is the oral diuretic. And there is no refractoriness to this 


effective oral organomercurial. 
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Studies on the nature of hypoxia with 


and without cyanosis in chronic 


pulmonary disease 


HURLEY L. MOTLEY, M.D. 


LOS ANGELES 


@ The arterial blood reflects the blood 
gas exchange in the lungs. Intermittent 
spurting is the diagnostic criterion of 
an arterial puncture. As the color may 
be dark in the presence of hypoxia (fre- 
quently referred to as anoxia), color 
alone does not necessarily differentiate 
an artery from a vein. Samples of blood 
from the femoral vein have been mis- 
taken for femoral arterial blood. Ve- 
nous blood does not reflect the blood 
gas exchange in the lungs and cannot 
be used. Clinical cyanosis may or may 
not be present even in severe hypoxia. 
Clubbing of the fingers and toes is usu- 
ally present in very severe hypoxia of 
long standing. 

This study was made to determine the 
nature of the arterial blood changes pre- 
sent in patients, without emphysema, 
complaining of dyspnea and fatigue on 
exertion with and without cyanosis. The 
chest roentgenogram revealed diffuse 
parenchymal lesions of various forms— 


HURLEY L. MOTLEY is professor of medicine and 


director of the Cardiorespiratory Laboratory, 
University of Southern California School of Med- 
icine. 





The perfusion of blood through non- 
ventilated or very poorly ventilated 
areas of the lung and right-to-left 
shunts in the heart were the princi- 
pal causes of hypoxia in chronic pul- 
Alveolar-capillary 
membrane block was not a significant 


monary diseases. 
factor in the etiology of hypoxia of 
pulmonary fibrosis, sarcoidosis, as- 
bestosis, pneumoconiosis, emphysema, 
and the collagen group studied. The 
primary factor was obstruction which 
prevented the air breathed from 
reaching the alveoli or areas of the 
lung perfused with blood. 


a linear type, a finely dispersed and uni- 
form type, and even some with moder- 
ately large conglomerate shadows char- 
acteristic of the type frequently associ- 
ated with alveolar-capillary membrane 
block.!:? Clinical observations indicated 
that the depth of breathing was restric- 
ted, the rate of breathing was rapid, 
and the external volume of air breathing 
was increased. Slight exertion often pre- 
cipitated profound dyspnea even when 
there was no clinical evidence of emphy- 
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sema or heart disease. Emphysema was 
eliminated as a factor in the etiology of 


function 
cases with in- 
creased residual air or an increase in to- 
tal lung capacity were excluded. Also, if 
the spirogram tracings revealed obstruc- 
tion to air flow, the case was eliminated. 


the hypoxia by pulmonary 
measurements as all 


The etiology of hypoxia can be deter- 
mined by studying factors relating to 
the blood gas exchange at the alveolar 
level where oxygen is taken in to com- 
bine with hemoglobin to form oxyhemo- 
globin and carbon dioxide is blown off. 
The arterial blood which reflects the 
blood gas exchange in the lungs can be 
studied by using samples taken from any 
peripheral artery, with determination of 
the oxygen saturation, the CO, content, 
and the pH. At the same time, the ex- 
pired air can be collected, the minute 
ventilation determined, and, from gas 
analysis, the oxygen uptake and the CO, 
output determined. 


Material for Study 


The subject material used for the hy- 
poxia investigation in this study con- 
sisted of 20 cases of restrictive lung dis- 
ease in which emphysema was not a sig 
nificant factor as shown by quantitative 
measurements of lung volume. The re- 
sidual air was not increased above the 
normal predicted value in any case, and 
spirogram tracings revealed the ab- 
sence of significant obstruction on ex- 
halation. The total lung capacity and the 
vital capacity were reduced in all cases, 
and the alveolar nitrogen after seven 
minutes of oxygen breathing was not sig- 
nificantly increased—the latter measure- 
ment indicating essentially normal air 
distribution in the lung. There were 14 
cases of fibrosis of unknown etiology, 
2 cases of sarcoidosis, 3 cases of asbesto- 
sis, and | case of lupus erythematosus. In 
1 case of there was an 
ated diagnosis of agammaglobulin ane- 
mia, and in another case bronchiectasis. 


fibrosis associ- 
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The age range of the group was from 
17 to 81, and there were 6 females. Sca- 
lene node biopsy was obtained from sev- 
eral of the cases of fibrosis, but there 
were no specific histologic features re- 
garding the etiology in the 14 fibrosis 
cases. The chest roentgenogram was typ- 
ical of pulmonary fibrosis in these sub- 
jects. The scalene node biopsy, the chest 
roentgenogram, and clinical features 
were typical for the 2 sarcoidosis cases. 
The asbestosis cases had a history of 
twenty to thirty years’ exposure to as- 
and the chest roentgenogram 
was the typical linear type accentuated 
at the bases. 


bestosis, 


Methods 


The pulmonary function appraisal con- 
sisted of lung volume, arterial blood, 
and pulmonary ventilation measure- 
ments. The lung volume measurements 
consisted of spirograms on the 13.5-liter 
respirometer before and after broncho- 
dilator drugs such as Vaponefrin§ or 
Isuprel. ‘The measurements from the 
spirogram included total vital capacity, 
timed vital capacity for three seconds, 
and maximal breathing capacity. The 
shape of the spirogram tracing was also 
of significance. ‘The residual air was 
measured and checked both by the oxy- 
gen open-circuit® and the helium closed- 
circuit methods.* The alveolar nitrogen 
was obtained after oxygen breathing for 
seven minutes. The oxygen content, oxy- 
gen capacity, CO, content, and pH were 
obtained on resting and exercise samples 
of the arterial blood, employing the 
manometric Van Slyke apparatus. The 
arterial blood oxygen saturation was de- 
termined both from oxygen content and 
capacity measurements and by employ- 
ing the Waters’ double-scale cuvette ox1- 
meter. The oxygen capacity was checked 
both by the flask and Van Slyke meth- 
ods. Arterial blood samples were ob- 
tained at rest and with exercise, on air 
and graded levels of high oxygen breath- 











ing (32 to 40 per cent) and 99.6 per 
cent oxygen, and with intermittent posi- 
tive pressure breathing on compressed 
air. The subject was allowed to breathe 
the high oxygen mixture for eight to 
ten minutes before the exercise was 
started. The pulmonary ventilation 
measurements were obtained from gas 
analysis, using the Scholander appara- 
tus, of the expired air collected in a 
Tissot gasometer. The effective tidal air 
was calculated from the expired pCO, 
and the arterial pCO,, the latter meas- 
ured by the direct bubble tension tech- 
nic.° 


Observations 


The pulmonary function measurements 
on the 20 cases are summarized in table 
l. The total vital capacity, the residual 
air, and the total lung capacity are all 
decreased below the normal predicted 
value for each case. The total vital ca- 
pacity was decreased the most, averaging 
50.4 per cent of the normal predicted 
value, as compared to a decrease of 66.3 
per cent for the residual air and 54.4 per 
cent for the total lung capacity. ‘The pul- 
monary abnormality 
strictive condition without emphysema. 
In a few cases the ratio of residual to 
total lung capacity was increased above 
35 per cent, but this increase was due 
to the very marked decrease present in 
total vital capacity, and, although the ab- 
solute value of the residual air was de- 
creased below the predicted, the reduc- 
tion was not as marked as in the case 
of the total vital capacity. The three- 
second timed vital capacity was essen- 
tially the same as the total vital capacity 
(table 1, figure I). In only case 
was there a significant decrease in the 
timed vital capacity as compared to the 
total, and in all the other cases only a 
very small difference (figure I). In con- 
trast, in instances the 
breathing capacity was significantly in- 
creased (per cent of predicted normal) 


represents a_ re- 


one 


most maximal 


as compared to the timed vital capacity 
and the total vital capacity. 

The average maximal breathing ca- 
pacity was 78.8 per cent of normal 
predicted, and in 4 cases the maximal 
breathing capacity was 100 per cent or 
more of the normal predicted (figure 1). 
A moderate decrease was seen in the 
ventilation factor? (a measure of the 
ability of the individual to aerate the 
alveoli) , and the reduction was due pri- 
marily to the very marked decrease in 
the total vital capacity (table 1). The 
ventilation factor is the average of the 
timed vital capacity, the maximal 
breathing capacity, and the residual 
ratio per cent of total lung capacity, all 
expressed on a basis of 100 per cent of 
the normal predicted value. These 3 
factors are independently variable in any 
given case. The lung volume measure- 
ments indicate that obstruction is not a 
significant aspect of the ventilation 
measurements but that a restrictive con- 
dition is the feature in this group of 
cases. 

The average resting arterial blood 
oxygen saturation on air breathing was 
92.4 per cent, with a range from 84 to 
96.7 per cent. With step-up exercise on 
air breathing, the average saturation 
measurement revealed a marked drop to 
84.3 per cent, with a range from 71.6 
to 93.0 per cent (table 1, figure II). 
There was a significant drop in the ar- 
terial blood saturation on air 
breathing in all cases except 3 (fig- 
ure II). In 2 of the cases the satura- 
tion dropped to a very low figure— 
under 75 per cent. There was no corre- 
lation noted in the decrease in the ar- 
terial blood oxygen saturation with ex- 
ercise and the decrease in total vital 
capacity (figure IT). On the other hand, 
the arterial blood saturation 
measurements at rest revealed an in- 
crease on 99.6 per cent oxygen breath- 
ing with an average of 99.4 per cent 
(normal), and a range of 98.5 to 100 


oxygen 


oxygen 
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Table 1. Lung Function Measurements 





in Pu 





Case number 


4 
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6 “f 


—— i 
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Age and sex 22-M  —-38- 66-M 47-M 34-F 64-M 60-F 66-M | 81-M 
Height (cm.) 184 161 178 179 153 174 159 172 174 
Body surface area (sq. m.) 2.00 1.59 1.89 1.91 1.38 1.82 1.70 1.86 1.99 
Diagnosis L.I Fib. Fib. Fib. Fib. Fib. Fib Fib. Fib. 
Total vital capacity Observed (ml 1249 1249 2364 2900 1030 2917 775 2176 2420 
% predicted “4 Fee | 40.1 57.6 49.0 36.4 138 25:5 57.6 61.8 
Residual air Observed (ml. 592 651 877 663 315 1248 645 908 1431 
predicted 14.8 62.7 19.9 45.8 53. & 74.3 63.5 56.0 85.3 
Total lung capacity Observed (ml. 1841 1900 3241 2863 1345 4165 1420 3084 3851 
% predicted 4 45.7 55.3 48.2 $5.7 74.4 35.0 57.1 68.9 
! — 
Residual % total lung capacity 2.2 34.3 27.1 23.2 23.4 30.0 44.0 29.4 37.2 
| 
Alveolar Ne % after 7 min. O2 breathing 1.3 0.85 1.10 0.39 1.71 0.76 0.75 1.21 2.83 
Timed vital capacity, 3 sec. % predicted 21.9 41.3 1.7 47.7 $7.5 72.0 25.5 50.5 59.0 
Maximal breathing capacity, % predicted 58.4 90.3 71.9 113.4 92.8 72.0 66.1 92.7 66.9 
~~ ~ ~ ol > ¢ 4 > ' ’ 
Ventilation factor 17.5 68 .2 78.1 89.6 71.1 81.3 49.5 1.7 4 68.8 
| 
Rest, ambient, air 92.6 95.4 92.8 84.0 91.6 93.9 94.2 94.9 91.8 
Rest, IPPB ait 94.7 96.5 96.0 86.0 96.2 96.0 97.2 96.5 
Rest, 99.6% O 100.0 99.2 99.8 99.0 98.5 100.0 99.5 100.0 100.0 
Arterial blood j 
oxygen saturation % - = e 
Exercise, ambient, air 83.0 82.5 82.5 74.0 82.0 89.3 80.0 84.7 77.8 
Exercise, 32% Oz 90.5 89.3 88.4 78.0 86.0 91.7 87.2 89.0 85.3 
Exercise, 40% O 90.0 86.8 
Arterial COz cont. Rest 51.4 48.5 19.3 42.5 53.5 35.8 48.0 49.8 ) 42.6 
vol. % Exercise 48.2 47.0 49.4 41.7 50.7 34.5 47.6 44.2 40.6 
Respiration rate Rest 29 12 22 26 15 14 25 1] 14 
per minute Exercise 42 34 22 53 34 23 48 18 "6 
Vent. 1/min./sq. m. Rest 5.42 3.03 4.86 7.30 2.51 4.76 1.16 3.12 
B. 5. A. Exercise 15.76 12.51 10.78 18.55 8.46 14.92 11.20 10.3 | 
j 
Oz uptake ml./min Rest 129 114 122 205 120 127 112 131 117 
sq. m. B.S.A Exercise 389 400 341 427 400 385 304 315 443 
Oz % extracted Rest 2.39 ki 2.52 2.81 4.76 2.66 2.69 4.19 2,12 
Exercis« 2.47 3.20 3.16 2.57 4.73 2.44 Hef | 3.05 3.48 
Tidal volume (ml.) Rest 373 416 427 5438 236 619 283 513 535 
Exercise 750 585 926 669 344 1181 397 1069 974 
Effective tidal Rest 43.2 75.7 43.3 37.0 76.0 50.0 66.0 70.2 60.9 
air, ¢ 
Hemoglobin, (gm. Rest 14.5 13.6 14.0 18.9 14.3 14.4 15.3 14.6 14.9 
Hematocrit, % Rest 40.0 38.3 40.8 54.9 41.0 42.9 46.0 40.1 42.9 
= 
L.E.—Lupus erythematosis. Fib.—Pulmonary fibrosis. Sarc.—Sarcoidosis. Asb.—Asbestosis. : 








)-M 


172 


1.86 


‘ib. 


176 


7.6 


908 
6.0 


084 


7.1 


29 4 


0.5 


14.9 


97.2 


10.3 


131 


4.19 


3.05 


513 
1069 


70.2 


14.6 
40.1 





~—_ 





in Pulmonary Fibrosis 


— Get 





9 


81-M 
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66-M 67-F 


179 152 
1.96 1.47 
Fib. Fib. 
2608 1777 
62.2 67.9 
730 1115 
40.6 99.4 
2892 
55.7 77.3 
21.9 38.6 
0.63 0.95 
60.2 42.4 


107.3 104.0 


95.8 74.7 
93.8 95.2 
96.4 96.5 
99.8 98.9 
84.5 93.0 
89.6 95.2 
52.0 49.0 
51.5 44.5 

8 15 
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12.07 16.13 


102 124 
443 394 
3.76 3.08 
3.67 2.44 
685 394 
986 623 
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15.1 14.5 
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1029 
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14.9 
38.0 
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1160 


36.6 


75.9 


60.5 
87.8 


92.0 
99.0 


3.61 
12.42 


119 


371 


3.24 


2.99 
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14.3 
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100.0 


92.0 
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494 


3.08 


34% 


651 


no 


59.6 


14.0 
39.0 


70-M 48-M 
156 175 
1.61 1.76 

Asb. Asb. 

1967 1106 

65.2 26.1 
963 911 
74.5 64.4 
2930 2017 

68 0 35.6 
32.9 45.2 
0.62 1.25 

56.8 21.0 

56.5 37.2 

68.2 10.0 

88.4 93.5 

90.5 94.5 

98.9 99.2 

78.0 92.3 
85.6 94 

90.5 
47.9 57.1 
47.8 1.9 
24 20 
37 1} 
4.96 3.41 


1i7 115 
4138 301 
2.36 3.37 
2.95 2.88 
329 300 
610 120 
50.0 64.0 
15.6 13.3 
45.5 39.0 
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*Agammaglobulin 


anemia also present. 
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Liters per minute square meter body surface area. 
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FIG. 1. Correlation between total vital capacity as per cent of the normal predicted and the 
three-second timed vital capacity as per cent of normal predicted, with the maximal breath- 
ing capacity as per cent of normal predicted. The correlation between total vital capacity and 
three-second timed vital capacity was quite good, and, in most instances, there is very little 
difference between the two with respect to per cent of normal predicted. There was one case 
in which the timed vital capacity was significantly decreased as compared to the total vital 
capacity. However, the maximal breathing capacity was significantly increased for most of 
the cases as compared to total vital capacity. In 9 cases, maximal breathing capacity was 90 
per cent or greater of the normal predicted and in 4 cases actually above 100 per cent of the 
normal predicted. In pulmonary fibrosis, maximal breathing capacity is significantly greate1 
than total vital capacity with respect to the normal predicted in the absence of pulmonary 


emphysema. 


(figure III). The use of 99.6 
per cent oxygen breathing at rest has 
shunts (biood 


per cent 


been used to rule out 
perfused from right to left without com- 
ing in contact with ventilated alveoli) . 

These data would indicate the ab- 
sence of large single or multiple shunts, 
such as an arteriovenous fistula of the 
lung or intracardiac shunting from right 
to left, since the resting saturation is 
normal on 99.6 per cent oxygen breath- 
ing. On a basis of the measurements on 
air breathing at rest and with exercise 
and on 99.6 per cent oxygen breathing 
at rest, the diagnosis in this group of 
cases would be compatible with an al- 
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as 


veolar-capillary membrane _ block 
commonly reported. However, when a 
graded level of high oxygen breathing 
(32 per cent oxygen) was used instead 
of air for the step-up exercise, the av- 
erage saturation was only 88.8 per cent, 
with a range from 78.0 to 95.6 per cent 
(figure IV). The 32 per cent oxygen 
increases the inspired pO, by over 70 
mm. Hg, which is high enough to over- 
come an alveolar-capillary membrane 
block, if that is the primary difficulty 
responsible for lowering the arterial 
blood oxygen saturation with air 
breathing. ‘This is especially true during 
the step-up exercise with the significant 
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FIG. . Correlation between vital capacity as per cent of normal predicted and arterial hemo- 
globin oxygen saturation, both at rest and with exercise on air breathing. There was a 
significant drop in the arterial blood oxygen saturation with exercise on air breathing in all 
cases except 3, where the decrease was very slight. In 2 cases, the decrease was below 75 
per cent, and in all except 5 cases, below 90 per cent. The vital capacity was decreased below 
75 per cent in all cases. between the decrease observed in the 
total vital capacity and the saturation, either at rest or with step-up exercise. 


There was no correlation 





decrease below the resting level on air 
breathing. In all cases except 7, the 
saturation on the 32 per cent oxygen 
with exercise was less than 90 per cent 
(figure IV), and, in the other cases, 
less than 96 per cent, whereas the nor- 
mal value should be 97 per cent or more. 
These data indicate that the high oxygen 
does not get down to the alveolar level 
so as to be in contact with all the blood 
perfusing through the pulmonary cap- 
illaries during the exercise with an ac- 
companying increase in cardiac output. 
In 2 cases, the saturation was less than 
80 per cent on the 32 per cent oxygen 
breathing. 

Cases similar to those in this study 
have been reported in the literature as 
alveolar-capillary membrane block,' a 
diagnosis based on arterial oxygen sat- 


uration measurements at rest and with 
exercise on air breathing and with 99 to 
100 per cent oxygen breathing at rest. 
Findings similar to the present study 
have not been reported with graded lev- 
els of high oxygen breathing. A 32 to 
40 per cent oxygen breathing mixture 
was used specifically to distinguish be- 
tween a diffusion defect at the alveolar- 
capillary membrane and obstruction re- 
sulting in shunting at or near the al- 
veolar level, especially with exercise. 
In some cases in which 40 per cent oxy- 
gen was tried, there was a similar find- 
ing of a decreased exercise saturation 
(table 1). The use of 99 to 100 per 
cent oxygen breathing tends to ob- 
scure shunting, especially at rest, al- 
though in some cases the shunting is 
not obscured with exercise. 
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FIG. 11. Correlation between the vital capacity a 


s per cent of normal predicted and the arterial 


hemoglobin oxygen saturation at rest on air breathing and on 99.5 per cent oxygen breathing. 
After breathing 99.5 per cent oxygen for ten minutes, the saturation was 99.0 to 100 per cent 
in all cases except one, in which the saturation was 98.5 per cent. On 99.5 per cent oxygen 


breathing, the saturation was essentially norn 
presence of a large shunt from right to left. 


The average arterial CO. content was 
normal at rest and decreased slightly 
with exercise. The pulmonary ventila- 
tion measurements revealed a significant 
elevation of the average respiratory rate 
with exercise (34 per minute) with a 
range from 18 to 53 (table 1). The av- 
erage resting respiratory rate was in- 
creased slightly above the usual average, 
but much less as compared to exercise. 
The external minute ventilation was in- 
creased, at rest and with exercise, and 
significantly above the upper level of 
the normal limit both (table 1). 
Some of the patients manifested a mark- 
ed degree of hyperventilation at the 
mouth with exercise, with values as high 
as 18 liters per minute per square meter 
body surface area. An increased minute 
ventilation, especially with exercise, was 


for 
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1al in all cases and this would rule out the 


a characteristic feature of these cases of 
pulmonary fibrosis. 

The per cent of oxygen extracted from 
the inspired air breathed with exercise 
was correlated with the minute ventila- 
tion during exercise and, in all cases 
except one, there was a marked decrease 
in the per cent of oxygen extracted from 
the inspired air breathed (figure V). 
This indicates a marked decrease in lung 
ventilation efficiency and the ventilation 
of many areas of the lung without ade- 
quate perfusion of blood. The oxygen 
uptake during exercise was also corre- 
lated with the minute ventilation (fig- 
ure V). The ventilation for the one min- 
ute step-up exercise was increased above 
the upper limit of the normal range in 
all cases except 4 and markedly increased 
in 7 of the cases. Even with the hyper- 
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hemoglobin oxygen saturation on air breathing and 32 per cent oxygen breathing, both during 
exercise. The marked decrease in the exercise arterial saturation on air breathing, shown in 
figure II, was significantly increased in all except 3 cases on the 32 per cent oxygen breathing 
with exercise. The 32 per cent oxygen breathing increases the inspired pCO, by over 70 mm. 
Hg and should correct for diffiusion difficulties at the alveolar-capillary membrane if that is 
the primary factor (alveolar-capillary membrane block). On the high oxygen breathing mix- 
ture, with exercise, in 13 cases the saturation was still below 90 per cent and in only 2 cases 
was the saturation up to the 95 per cent level, where the normal level should be 97 per cent 
or more. These data indicate that the high oxygen breathing does not correct for the difficulty, 
producing the unsaturation in these cases. The 3 cases with an “A” below had asbestosis, the 


2 cases with “ 
“AGA” had agammaglobulin anemia. 


ventilation of exercise, there was a 
marked decrease in the exercise oxygen 
uptake in 13 of the cases, a moderate de- 
crease in 3, a slight decrease in 3, and 1 
was normal (figure V). The decrease in 
the exercise oxygen uptake indicates the 
inability to increase the pulmonary blood 
flow corresponding to the degree of ex- 
ercise given and indirectly indicates the 
presence of increased pulmonary vas- 
cular resistance. 

The effective tidal air based on the 
expired pCO, (by direct gas analysis) 
and the alveolar pCO, (by determina- 
tion of the arterial pCO, using the 


S” below had sarcoidosis, the one with “LE” had lupus erythematosis, and the 


direct bubble technic) revealed a mod- 
erate decrease (average 58.7 per cent) 
with a range of 37.0 to 81.0 per cent. 
In 7 cases, the tidal volume was marked- 
ly decreased, especially with exercise 
(table 1). The average resting tidal vol- 
ume-was 414 cc. and with exercise, 707 
cc. (the latter represents a slight re- 
duction for the usual tidal volume with 
exercise as compared to the resting 
measurement). 

The average hemoglobin for the 20 
cases was 14.8 gm., based on oxygen 
capacity measurement on the manomet- 
ric Van Slyke and also further checked 
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Correlation between exercise minute ventilation and per cent of oxygen extracted 
There was a 








FIG. V. 
from inspired air breathed with ‘exercise and oxygen uptake with exercise. 
moderate to marked decrease in the per cent of oxygen extracted in all cases except 1. Also, 
the exercise minute ventilation was significantly increased above the upper limits of the normal 
all cases except 6. Hyperventilation with exercise is a significant finding in pul- 
There was also a marked decrease in the exercise oxygen uptake in all 
cases except 7, even in the presence of the increased ventilation with exercise. The 
normal oxygen uptake should be between 500 and 600 ml. per minute per square meter of 
body surface area, and there was only 1 case in which the oxygen uptake was normal, and 
The decreased exercise oxygen uptake indicates 


range in 


monary fibrosis. 


this patient hyperventilated extensively. 
indirectly the inability to increase the pulmonary blood flow corresponding to the degree of 


exercise given. 


with the spectrophotometer with the 
methemoglobin method. There was 
only one case with a moderate increase 
in the hemoglobin level (18.9 gm.) , and, 
in this case, there was very severe hy- 
poxia, both at rest and with exercise 
(figure VI; case no. 4, table 1). 


Discussion 
The difference in the mean oxygen pO, 
pressure between the alveoli and the 
arterial blood is small, normally about 
5 mm. Hg. When the mean alveolar- 
arterial pO, difference is measured in 
patients with hypoxia, this value may be 
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quite high, in some cases up to 60 mm. 
Hg. A large increase in the alveolar- 
arterial pO, difference may result from: 
(1) the perfusion of blood through 
poorly ventilated alveoli, (2) shunting 
from right to left, and (3) an alveolar- 
capillary membrane block. These three 
constitute the primary factors in the eti- 
ology of hypoxia in chronic pulmonary 
disease. 

Poorly ventilated alveoli 
lowering of the oxygen tension accord- 
ing to the severity of the impairment in 
ventilation. The blood perfusing such 
alveoli can only obtain oxygen in pro- 


cause a 
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FIG. VI. Chest roentgenograms taken in 1953 and 1955 of a 47-year-old man with pulmonary 


fibrosis of unknown etiology (case 4, 


table 1). 


The clinical features were severe exertional 


dyspnea, cough, and cyanosis. The paroxysms of cough were so severe that he frequently 
blacked out. There was clubbing and cyanosis of the finger nails. Medium rales were present 
thrcughout both lower lung fields. All skin tests, sputum tests, and anterior scalene lymph 
node biopsy were negative. This chest roentgenogram is typical of the severe case of pulmo 


nary fibrosis. 


portion to the partial pressure in each, 
with the result that the blood may be 
unsaturated, depending on the magni- 
tude of the lowering of the oxygen in 
alveoli so perfused. Shunts from right 
to left may be large and present either 
in the heart or in the lungs or may be 
small and present in the lungs as mul- 
tiple arteriovenous fistulae. ‘They may 
be caused by fibrosis and obstruction of 
air flow to areas of the lung perfused 
with blood. ‘The blood which is shunted 
from right to left does not come in 
contact with ventilated alveoli, and, 
since there is no gas exchange, unsatura- 
tion of the hemoglobin results. How- 
ever, the carbon dioxide may be blown 
off adequately in the perfused and ven- 
tilated alveoli. Diffusion difficulties re- 
sult from an increased resistance in the 
alveolar-capillary membrane so_ that 
oxygen gets across with difficulty, and a 


higher head of pO, pressure is required 
to maintain oxygen transfer for normal 
arterial saturation. On air breathing, 
the oxygen partial pressure is too low 
to maintain a normal saturation because 
there is increased resistance in the al- 
veolar-capillary membrane, frequently 
called an alveolar-capillary membrane 
block. Increasing the oxygen partial 
pressure of the inspired air corrects this 
type of difficulty. 

In pulmonary fibrosis, there is re- 
stricted expansion of the lungs and the 
individual cannot take a normal deep 
breath. In the 20 cases of pulmonary 
fibrosis without significant emphysema 
described in this study,. the character- 
istic findings were as follows: a reduced 
total lung capacity and vital capacity, a 
normal alveolar nitrogen, a marked de- 
crease in the exercise arterial oxygen 
saturation, a marked increase in exercise 
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minute ventilation and respiratory rate, 
and a marked decrease in the exercise 
oxygen uptake. The resting arterial oxy- 
saturation 


gen was decreased in most 
cases in a slight to moderate degree, but 
to a marked degree with exercise on air 
breathing. On 99.6 per cent 
breathing at rest, the arterial oxygen 
saturation was essentially normal. How- 
ever, with exercise on 32 to 40 per cent 
oxygen breathing, the arterial oxygen 
saturation was still low, below 90 per 
cent in most cases. Even in a few sub- 
jects on 99.6 per cent oxygen breathing, 
the exercise saturation 


oxygen 


was abnormal. 


The primary factor responsible for 
the decrease in the exercise arterial oxy- 
gen saturation in fibrosis is the shunting 
of blood from right to left in small 
vessels at or near the level, 
where the caliber of the vessels is in 
the range of 20 to 30 microns or less, 
and where the red blood cells are not 
extensively piled up, one on another, 
as in the roulette formation in larger 
vessels, so as to mechanically interfere 


alveolar 


with the exposure of the necessary sur- 
face area of the erythrocytes to permit 
the combining of oxygen with all the 
hemoglobin to form oxyhemoglobin. To 
fully saturate the hemoglobin with oxy- 
gen, the red blood cells must be spread 
into a single layer or file as in the nor- 
mal capillaries in relation to the alveoli. 
Since a 32 per cent oxygen breathing 
mixture elevates the inspired pO, to 
above 70 mm. Hg as compared to air 
breathing at sea level, this is more than 
adequate to overcome an alveolar-capil- 
lary membrane block, but the amount 
of oxygen dissolved in the plasma is not 
enough to obscure the shunting when the 
small vessels come together before the 
red blood cells are extensively piled up, 
one on another. If 100 per cent oxygen 
breathing is used, the very marked in- 
crease in the amount of oxygen dis- 
solved in the plasma may obscure shunt- 
ing in the small vessels because of the 
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very high oxygen tension and also be- 
cause at this level the red cells are not 
extensively piled up, one on another, 
thus allowing a fairly large area for 
surface contact. 

Exercise increases the cardiac output 
with the perfusion of blood through 
more poorly ventilated or nonventilated 
lung areas, and the selective perfusion 
at rest through the better ventilated 
areas® no longer holds, so that a marked 
drop in the exercise arterial oxygen sat- 
uration of 10 to 15 per cent may com- 
monly occur on air breathing. When the 
decrease is due to shunting at the al- 
veolar level, the 32 to 40 per cent oxy- 
gen does not restore the saturation to 
normal, especially with exercise. If the 
decrease in the saturation is caused by 
a diffusion defect in the pulmonary 
membrane, the 32 per cent oxygen 
breathing mixture should restore the 
saturation to the normal level, as the 
inspired pO, is increased over 70 mm. 
He above that of air breathing, which is 
considerably greater than the alveolar-ar- 
terial pO, difference as measured on air 
breathing. 

Most of the cases studied with the 
typical findings of restrictive lung dis- 
ease have been caused by idiopathic pul- 
monary fibrosis in which the etiologic 
factor was unknown. Lung biopsies on 
some of these were reported simply as 
pulmonary fibrosis. A similar pattern 
was seen in the cases of sarcoidosis with 
a reduced total lung capacity without 
emphysema and with a marked degree 
of hypoxia, especially with exercise. In 
the 2 cases of sarcoidosis studied, the 
unsaturation was due to shunting of 
blood at the alveolar level and the nor- 
mal saturation was not restored by 
breathing 32 or 40 per cent oxygen. 
Functionally this is an obstruction, as 
the air breathed in did not reach many 
areas of the lung perfused with blood. 
In both fibrosis and sarcoidosis, the 
architecture of the lung is extensively 

















altered as compared to the normal loose 
spongy network. Pulmonary fibrosis is 
scar tissue, obstructing both blood flow 
and air ventilation separately or in com- 
bination in different parts of the lung.7 
The expansion of the pulmonary bed 
which normally occurs with exercise is 
reduced, and the cardiac output is low. 

A marked decrease in vital capacity 
was the most conspicious ventilatory 
finding associated with a linear type of 
fibrosis involving primarily the lower 
lung fields in the 3 cases of asbes- 
tosis studied. The decrease in the exer- 
cise arterial oxygen saturation was not 
corrected to normal on the 32 per cent 
oxygen breathing mixture, indicating 
that the defect was perfusion of blood 
through nonventilated areas, an obstruc- 
tive phenomenon and not an alveolar- 
capillary membrane block. Similar find- 
ings were observed in | case of lupus 
erythematosus. Similar findings have 
also been observed in 2 cases of cystic 
fibrosis and 1 case of scleroderma in 
which the arterial exercise saturation 
was not restored even to 90 per cent on 
32 and 40 per-cent oxygen breathing 
mixtures, 

In bronchiectasis, shunting at the al- 
veolar level is a very constant finding,’ 
and the exercise saturation on 32 per 
cent oxygen breathing may be increased 
only very slightly above that on air 
breathing. In bronchiectasis, the unsat- 
uration present with exercise before sur- 
gery has disappeared after removal of 
all diseased lung. Diffusion capacity 
measurements are reduced because of 
the decreased pulmonary blood flow 
primarily and the lack of expansibility 
of the pulmonary bed with exercise.® 
Ventilation is also an important factor 
affecting the diffusion capacity measure- 
ments.? 


In severe pulmonary emphysema, the 
blood saturation is decreased at rest and 
usually still further decreased with ex- 
ercise. The decrease in saturation results 





primarily from the presence of poorly 
ventilated alveoli and the perfusion of 
blood through nonventilated areas of the 
lung.!° 1! Impaired distribution of air or 
poorly ventilated alveoli may _ result 
from bronchospasm, mucus and _ secre- 
tions, edema, or fibrosis, with narrowing 
of the opening to the terminal alveoli. 
Some alveoli may be ventilated but not 
perfused, due to fibrosis or obstruction 
of the blood flow to these alveoli. This 
decreases lung ventilation efficiency and 
the amount of oxygen extracted, as the 
alveoli are ventilated but no gas ex- 
change occurs, as ventilating an in- 
creased dead space. 

If air flow to the alveoli is completely 
cut off by fibrosis, edema, mucus and 
secretions, or any other factor, then the 
alveoli so involved are wholly deprived 
of air flow and the blood flow perfusing 
the alveoli becomes small shunts at the 
alveolar level. ‘There is perfusion but 
no ventilation and hence no gas ex- 
change. In most cases of severe emphy- 
sema, the resting saturation was im- 
proved with intermittent positive pres- 
sure breathing of compressed air only, 
and this is an improvement provided by 
more uniform alveolar aeration as com- 
pared to the ambient breathing on air. 
If the alveoli are completely blocked, 
then the intermittent positive pressure 
breathing does not provide any improve- 
ment. The 32 per cent oxygen breathing 
mixture gives an inspired pO, high 
enough to overcome the diffusion diff- 
culty at the alveolar-capillary mem- 
brane, if that is the cause and if this 
level is also high enough to overcome 
most of the inequalities of alveolar ven- 
tilation in emphysema, but this breath- 
ing mixture does not obscure shunting 
at the alveolar level. 

In severe emphysema, the saturation 
is usually decreased with exercise on 
the 32 per cent oxygen breathing mix- 
ture (less than 97 per cent, the normal 
value) .!2 In pulmonary emphysema, the 
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resting ventilation is usually increased 


and 
the effective ventilating space is reduced, 
so that the CO, is blown off less efficient- 
ly. In emphysema, the CO, content is 
frequently elevated and the blood pH 
may be normal or decreased. If the CO, 


(compensatory hyperventilation) 


increases rapidly, as in acute infections, 
the pH may be low and in the acidosis 
range (below 7.38).'° If the CO, in- 
creases slowly, the pH is usually in the 
normal range of 7.40 to 7.45, presenting 
a compensated condition. 

In patients with severe emphysema 
with hypoxia and a marked increase in 
carbon dioxide, when pure oxygen is 
given to breathe, the respiratory stimu- 
lation provided by the hypoxia is re- 
moved and the ventilation decreases 
still further in the presence of an already 
reduced ventilatory surface, so that 
there is more difficulty in blowing off 
the CO,. The high oxygen breathing is 
adequate to give a good arterial blood 
oxygen saturation, but the decreased 
ventilation does not remove the COs, 
which is produced in almost as great a 
quantity as the amount of oxygen up- 
take, and the only possible route of ade- 
quate removal is by way of the lungs. 
As a consequence of the decreased ven- 
tilation on the high oxygen breathing, 
the CO, increases rapidly, the pH goes 
down, and an acute respiratory acidosis 
develops. This is frequently called oxy- 
gen poisoning or oxygen coma, although 
these terms are incorrect, as the poison- 
ing is caused by the retained CO, and 
the oxygen is only indirectly responsible 
for the increase. If oxygen is given with 
intermittent positive pressure breathing 
apparatus and the ventilation main- 
tained, the CO. content does not in- 
crease, in fact usually decreases, while 
the pH is in the normal or slightly ele- 
vated range. This illustrates the import- 
ance of maintaining adequate alveolar 
aeration to remove the CO, formed con- 
tinuously by the metabolic processes. 
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Multiple small arteriovenous fistulae 
may occur in the lungs—so small that 
they are difficult to detect with ordinary 
pulmonary angiograms and even a lung 
biopsy may not reveal their presence.!*: 14 
The arterial saturation is usually low at 
rest on air breathing, and a marked drop 
occurs with exercise. The use of inter- 
mittent positive pressure breathing on 
compressed air does not improve the sat- 
uration. Even on 40 per cent oxygen 
breathing at rest, the saturation §re- 
mains low, with even a slight degree of 
unsaturation on 100 per cent oxygen 
breathing. These findings have been con- 
fusing to clinicians in cases 
where, in the presence of a saturation 
as high as 95 to 97 per cent on oxygen 
breathing, the diagnosis of an arterio- 
venous fistula was ruled out. 


some 


The use of the plastic injection tech- 
nic of Liebow has demonstrated the 
presence of multiple small arteriove- 
nous fistulae, where ordinary histologic 
technics were inconclusive. The plas- 
tic injection method has been very help- 
ful in demonstrating the presence of 
shunts in autopsied specimens. Physio- 
logic studies with graded levels of high 
oxygen breathing of 32 to 40 per cent 
oxygen indicated the presence of small 
shunts in cases later proved at  post- 
mortem to be arteriovenous fistulae. The 
findings were similar to those obtained 
in pulmonary where obstruc- 
tive phenomena prevented part of the 
air breathed from reaching the alveoli 
where the gas exchange could occur 
with the blood flow. Multiple large ar- 
teriovenous fistulae give similar findings, 
except that the magnitude of the hypoxia 
is much greater and the saturation is 
so low that there is usually no problem 
in making the diagnosis. Pulmonary an- 
giograms are usually very satisfactory 
in making this diagnosis, for the large 
size of the shunts makes it possible for 
them to be observed directly on the 
roentgenographic film. 


fibrosis, 











In a large arteriovenous fistula of the 
lung, shunting from right to left occurs 
with a large blood flow in which the 
red cells are extensively piled up, one 
upon another, as there are 414 to 5 mil- 
lion red blood cells per cubic millimeter 
of blood. When the shunted blood flow 
comes in contact with the normally per- 
fused flow, the cells are piled up, thus 
reducing the surface area for contact 
between the oxygen and the hemoglobin 
in the erythrocyte. Even though the oxy- 
gen tension (pOs,) is quite high in the 
plasma, it does not fully saturate all 
the hemoglobin in the red cells because 
of the mechanical interference of sur- 
face contact. Consequently, unsatura- 
tion exists in the peripheral arterial 
blood even on 100 per cent oxygen 
breathing at rest.§ 

When a large shunt is located in one 
lobe of the lung, lobectomy will restore 
the blood gas exchange to normal.§ 
When an area of shunting in the lung 
is completely removed by surgery, the 
prognosis is good, essentially the same 
as for a normal individual. 

Shunting from right to left occurs in 
the heart in septal defects with a lower- 
ing of the peripheral arterial blood sa- 
turation, as described above for large 
shunts. In atrial septal defects, at first 
the shunting is usually from left to 
right, but, in time, pulmonary hyperten- 
sion develops with increased pulmonary 
vascular resistance and reverses the flow 
with shunting from right to left, espec- 
ially with exercise. In the most severe 
cases of pulmonary hypertension, the 
septal defect acts as a safety valve, es- 
pecially during the increased cardiac 
output of exercise. If there is extensive 
shunting from right to left, the satura- 
tion may be very low on air breathing 
at rest, and, even with 100 per cent 
oxygen at rest, the saturation may be 
under 90 per cent. With exercise on air 
breathing, the saturation drops marked- 
ly from the resting level, because of 


the increased shunting from right to left 
through the septal defect. Even on 100 
per cent oxygen with exercise, the sa- 
turation may be improved only in a 
small degree above that on air breath- 
ing, since the blood going through the 
lung is already practically 100 per cent 
saturated in most of these cases and 
since the primary defect is the shunting 
from right to left and not lung disease.1” 

The measurements of rest and exer- 
cise should always be compared on both 
air and 100 per cent oxygen breathing 
in cases with septal defects. If there is 
very little increase in the exercise ar- 
terial blood oxygen saturation on the 
100 per cent oxygen as compared to air 
breathing, it indicates that most of the 
increased cardiac output following the 
exercise is shunting from right to left 
through the heart and that the septal 
defect is thus acting as a safety valve. 
To repair such a septal defect removes 
the safety valve; then the increased re- 
sistance in the pulmonary circulation 
and the inability to increase the pul- 
monary blood flow lead to right heart 
failure. 

In one such case studied in this lab- 
oratory, the resting arterial blood oxy- 
gen saturation was 89 per cent and the 
exercise 88 per cent on air breathing. 
With 100 per cent oxygen breathing, the 
saturation was 100 per cent at rest and 
91 per cent with step-up exercise. In 
this case, there was only a slight increase 
in the exercise saturation on 100 per 
cent oxygen breathing, indicating very 
little increase in the pulmonary blood 
flow with exercise, and most of the in- 
creased cardiac output with exercise was 
simply shunting through the septal de- 
fect. This patient had an interatrial sep- 
tal defect and a pulmonary hyperten- 
sion of approximately 60 mm. Hg sys- 
tolic. The exercise oxygen uptake on air 
breathing was also greatly decreased, 
again indicating the inability to increase 
the pulmonary blood flow in amount 


Geriatrics, October 1958 631 





corresponding to the degree of exercise 
given, although the minute ventilation 
was increased at the upper limit of the 
normal range. The function measure- 
ments indicated the inability to increase 
the pulmonary blood flow much above 
the resting level with the exercise. How- 
ever, closure of the septal defect was 
performed and, following closure, the 
right heart dilated and cardiac massage 
was unsuccessful. The surgeon reported 
that, “on squeezing the heart it felt as 
if I were pushing against a rock wall.” 
In most cases of septal defects, the 
unsaturation is much more marked than 
in this case, which was at a high level 
of oxygenation in the presence of pul- 
monary hypertension and an atrial sep- 
tal opening. In this patient, the septal 
defect was acting as a safety valve as 
indicated by the pulmonary function 
measurements and later verified by right 
heart failure following closure of the 
defect. 
Cases of acute or chronic uncom- 
plicated beryllium poisoning have not 
available for study. One 
chronic beryllium poisoning was studied, 
but the function measurements indicated 
extensive shunting of blood from right 


been case of 


to left as the primary factor of the se- 
vere hypoxia present. The chest roent- 
genogram was consistent with an atrial 


septal defect, and, even with 33.3 per 
cent oxygen breathing, the exercise ar- 
terial 87.8 per 


cent as compared to 75.0 per cent on 


oxygen saturation was 


air breathing. 


Summary and Conclusions 


l. These studies indicate that shunt- 
ing which produces arterial blood oxy- 
gen unsaturation is of varying magni- 
tude and not qualitatively different, 
whether caused by arteriovenous fistula 
of the lung or by intracardiac shunting 
from right to left or at the alveolar 
level in chronic pulmonary and _ heart 
disease. 
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2. In subjects with chronic pulmonary 
disease, breathing air at sea level, the 
primary causes of hypoxia are: presence 
of poorly ventilated alveoli, perfusion 
of blood through nonventilated or poor- 
ly ventilated areas of the lung, and right 
to left shunts in the heart. An alveolar- 
capillary block involving the pulmonary 
membrane was an insignificant factor 
in this study. Cases of acute or chronic 
uncomplicated beryllosis were not avail- 
able for study. 

3. Alveolar-capillary membrane block 
is a specific defect in diffusion of oxygen 
across the pulmonary membrane with 
unsaturation of the arterial blood, es- 
pecially with exercise. A 32 per cent 
oxygen breathing mixture increases the 
inspired pO, over 70 mm. Hg and over- 
comes an alveolar-capillary membrane 
block when that is the primary difficulty, 
but a 32 to 40 per cent oxygen mixture 
does not restore to normal an unsatura- 
tion caused by shunting at or near the 
alveolar level, especially with exercise, 
so characteristic of pulmonary fibrosis 
and emphysema. 

t. Breathing 100 per cent oxygen 
tends to obscure shunting at or near the 
alveolar level, especially at rest, because 
of the large increase in the oxygen, par- 
tial pressure in the plasma, and because, 
at this level, the red cells are not piled 
up, one on another, so as to mechanical- 
ly interfere with the oxygen combining 
with the hemoglobin, as when shunts 
involve large vessels. Also, at rest, the 
blood flow tends to be through the bet- 
ter ventilated areas as compared to ex- 
ercise. 

5. The use of 32 to 40 per cent oxy- 
gen breathing mixtures with nitrogen 
differentiates shunting at the alveolar 
level from true diffusion difficulties with 
increased resistance for the transfer of 
oxygen through the pulmonary mem- 
brane. Diffusion capacity measurements 
are low in this group of cases because 
of reduced pulmonary blood flow or de- 











creased ventilation of alveoli and not 
because of an alveolar-capillary mem- 
brane block. 

6. These studies indicate that the al- 
veolar-capillary membrane block is not 
a significant factor in the hypoxia of 
pulmonary fibrosis, emphysema, and in 
most of the related conditions, as the 
collagen group of diseases. This term 
should be deleted, as the true cause is 
primarily one of obstruction in which 
the air breathed does not get down to 
the alveolar level where the blood gas 
exchange occurs. This diagnosis has 
been missed in the past and incorrectly 


described because graded levels of high 
oxygen breathing (32 to 40 per cent 
oxygen) were not used, especially with 
exercise. Breathing 100 per cent oxygen 
at rest constitutes an inadequate test by 
which to rule out shunting at the al- 
veolar level. 
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Bedside diagnosis of cardiac arrhythmias 


in geriatric patients 


HERBERT H. SCHAFER, M.D. 


AUGUSTA, GEORGIA 


@ Changes in heart rate and rhythm are 
more often observed in elderly persons, 
but their greater frequency, as com- 
pared with younger people, does not 
mean that they are less significant. ‘The 
increased incidence of cardiac arrhyth- 
mias is probably caused by coronary 
sclerosis with myocardial fibrosis result- 
ing from occlusion of small coronary 
vessels. Recognition of changes in the 
cardiac mechanism is very important. 
Often these changes do not cause any 
symptoms, but restoration to normal 
sinus rhythm may prevent serious car- 
diac disorder. 

By thorough physical examination, 
many cardiac irregularities can be de- 
tected at the bedside. Eyes, ears, and fin- 
gers will be needed. The heart rate 
should be counted at the wrist and at 
the cardiac apex for at least one and 
one-half to two minutes. Careful atten- 
tion should be paid to the heart sounds 
at the apex, and. the jugular veins should 
be closely observed for abnormal atrial 
waves. 

The cardiac rate may be normal, rap- 
id, or slow, and the rhythm may be reg- 
ular or irregular. Disturbances of rate 
and rhythm of any type may be parox- 
ysmal or permanent. Tachycardia or 
bradycardia should be treated in view of 
their etiology. They may be of cardiac 
or noncardiac origin. Bradycardia is 
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By thorough physical examination, 
many cardiac irregularities can be 
diagnosed at the bedside. Methods 
for detecting various arrhythmias are 
described and the different forms of 
tachycardia and bradycardia are dis- 
cussed. 


frequently encountered in patients with 
typhoid fever, icterus, and myxedema 
and in patients with increased intracran- 
ial pressure in which the vagus has been 
irritated, whereas tachycardia of non- 
cardiac origin may be found during in- 
fectious diseases, in thyrotoxicosis, in 
hemorrhage, in shock-like states and al- 
so in psychoses and neuroses. 


Bradycardias 
A slow but regular heart action may be 
due to many conditions, including sinus 
bradycardia, atrioventricular (A-V) dis- 
sociation, partial heart block with con- 
stant A-V_ relationship, sino-auricular 
block, and auricular fibrillation with a 
slow ventricular rate. 
SINUS BRADYCARDIA 
This type of bradycardia is often ob- 
served in elderly persons and is fre- 
quently associated with sinus arrhyth- 
mia. Under these conditions, the diastol- 
ic filling period is increased, and conse- 
quently, the stroke volume is greater. 
Therefore, we observe a rather full ar- 
terial pulse and a high pulse pressure. 

At the bedside, the differential diag- 
nosis is usually easy. As mentioned, 

















sinus bradycardia is often associated 
with arrhythmia caused by variations 
between the vagal and sympathetic tones, 
and it is usually related to respiration. 
During expiration, the heart action be- 
comes faster and decreases on inspira- 
tion. The absence of clinical signs of 
A-V block or atrial flutter is also very 
helpful and will be discussed later. 

Although sinus bradycardia should 
not be treated, therapy, such as digitalis, 
should be instituted if heart failure is 
present. 

ATRIOVENTRICULAR DISSOCIATION 

This irregularity usually indicates that 
the heart is diseased. It may result from 
atherosclerosis, from myocardial infarc- 
tion, and, rarely, from overdigitaliza- 
tion. It is found in elderly patients with 
hypertensive heart disease. 

A-V dissociation is accompanied by 
such physical signs as a ventricular rate, 
which is usually very slow, and irregu- 
larly appearing “cannon waves” in the 
jugular veins. These cannon waves are 
caused by the contraction of the right 
atrium at the time when the tricuspid 
valve is closed. ‘The auricular wave is 
transmitted toward the neck and seen as 
a giant, irregularly occurring wave, 
which is caused by the rebound since 
forward flow is impossible. Apical aus- 
cultation to evaluate the first heart sound 
is also very useful. Cannon sounds may 
be heard at irregular intervals, and, when 
auscultation at the apex is combined 
with inspection of the neck region, one 
will find that cannon waves do not occur 
at the time of cannon sounds; the op- 
posite is also true. A cannon wave will 
always be present when the first heart 
sound is decreased in intensity and will 
be heard when the P-R interval in the 
electrocardiogram is short. 


A blowing, very early, diastolic mur- 
mur, which is known as Rytand’s mur- 
mur, may be heard at the apical region. 
Its origin is uncertain. It is often heard 





in the presence of a heavily calcified mi- 
tral valve. In contradistinction to this 
murmur, we may be confronted with a 
short, functional diastolic murmur, 
which may occur whenever the atria 
contract at the time of rapid ventricular 
filling and which may often be seen in 
acute dilatation of the left heart, as in 
glomerulonephritis. This functional 
murmur may be caused by a relative- 
ly normal or small mitral valve ring be- 
tween dilated left chambers. ‘This is 
suggested by the fact that such a mur- 
mur disappears within a few hours after 
compensation is restored. 

Sometimes, faint atrial sounds (the 
semibeats of Stokes) , caused by isolated 
auricular contractions, can be heard at 
the apex, and simultaneous inspection 
of the neck will reveal that atrial waves 
may be seen at the same time. Occasion- 
ally, syncope resulting from ventricular 
asystole, which is known as an Adams- 
Stokes attack, may occur. In this con- 
dition, the ventricles stand still, and the 
atria continue to beat. It is often seen 
when partial A-V block becomes com- 
plete. The clinical counterpart consists 
of sudden unconsciousness which may 
be followed by convulsions. Sometimes, 
however, such syncopal attacks may be 
produced by ventricular tachycardia. 

Aside from these signs, we may find 
others equally helpful. The pulse is 
slow and of the collapsing or water- 
hammer type. This phenomenon is also 
reflected in the blood pressure. Because 
of the large ventricular stroke volume, 
the systolic pressure is increased, where- 
as the diastolic pressure is decreased or 
low due to the associated vasodilation. 


PARTIAL HEART BLOCK WITH 
CONSTANT A-V RELATIONSHIP 


Although the most common form of 
this condition is the 2:1 A-V_ block, 
forms where only every third or fourth 
atrial beat may reach the ventricles are 
not infrequent. Regularly spaced atrial 
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waves seen over the jugular region in 
the presence of a slow pulse would make 
the diagnosis. However, at times, the 
differentiation from other forms of 
bradycardia at the bedside may be difh- 
cult. Very slow sinus bradycardia is usu- 
ally simple to exclude. Complete A-V 
dissociation will not give any difficulties, 
since its presence is suggested by ab- 
sence of changing intensity of the first 
apical heart sound and the irregularly 
appearing cannon waves. In addition, 
the presence or absence of many other 
signs, which have previously been de- 
scribed, will also distinguish this form 
of bradycardia from complete A-V dis- 
sociation. When regularly spaced atrial 
waves can be seen over the jugular re- 
gion, it may clinch the diagnosis, pro- 
vided the elderly patient is able to exer- 
cise. On exercise, the absence of in- 
creased heart rate excludes not only si- 
nus bradycardia but also sino-atrial 
block. A nodal bradycardia, however, 
cannot be definitely excluded, but it is 
decidedly less common. Atropine may 
be useful if exercise has no effect. 


SINO-AURICULAR BLOCK 


Markedly increased vagal tone or in- 
creased sensitivity of the sino-auricular 
node may be in part responsible for 
this type of bradycardia. The impulse 
cannot leave the sinus node, and, there- 
fore, the atria and ventricles fail to be 
activated. This is reflected in a loss of 
one or more heart beats. Sino-auricular 
block may be transient or permanent. It 
may occur occasionally, or beats may be 
dropped out regularly. If two or more 
beats drop out consecutively, auricular 
standstill may ensue. 

At the bedside, it may be difficult to 
differentiate S-A block from a second 
degree A-V block if it should occur at 
regular intervals. Examination of the 
jugular veins may show complete si- 
lence during the phases of S-A block. It 
should also be differentiated from 
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marked sinus arrhythmia and from pre- 
mature contractions. 

Sino-auricular block is rare. Carotid 
sinus pressure should never be applied. 
Atropine or ephedrine will abolish the 
block. Digitalis or quinidine are often 
responsible for this condition. 


AURICULAR FIBRILLATION WITH 
SLOW VENTRICULAR RATE 


This condition may appear as a regular 
heart action at the bedside. The differ- 
ential diagnosis lies between marked si- 
nus bradycardia, complete A-V dissocia- 
tion without atrial fibrillation, and atrial 
fibrillation in the presence of complete 
A-V block. Prolonged apical ausculta- 
tion will usually reveal the nature of the 
bradycardia. The appearance of a slow 
heart rate in atrial fibrillation while the 
patient is receiving digitalis naturally 
favors the possibility of complete A-V 
block. In slow atrial fibrillation, none of 
the previously mentioned signs found in 
complete A-V dissociation are present. 


Tachycardias 


These cardiac irregularities occur with 
both regular and irregular ventricular 
rhythm, and, in some cases, measures can 
be taken at the bedside to restore normal 
sinus rhythm. 


TACHYCARDIAS WITH REGULAR 
VENTRICULAR RHYTHM 

If one focus is firing ectopic beats in 
rapid and regular succession, one may 
call it, as introduced by Bouveret, par- 
oxysmal tachycardia. The ectopic focus 
may be of supraventricular or ventricu- 
lar origin. 

Other rapid heart actions may be of 
sinus origin or may be due to auricular 
flutter with regular ventricular response. 

Supraventricular tachycardias. These 
tachycardias may be of nodal or auricu- 
lar origin, the latter being much more 
frequent. They may last for seconds or 
minutes, but often they persist for hours 














or days. The average heart rate is 150 
to 200 beats per minute, but variations 
from 100 to 250 or more are common. 
Coronary heart disease has probably the 
highest incidence among all other forms 
of heart disease in the elderly patient. 
It may be a precursor of myocardial in- 
farction, and it may also be a cause of 
Adams-Stokes attacks resulting from cir- 
culatory failure in the presence of no- 
tably increased heart rate. 

Supraventricular tachycardia is clinic- 
ally characterized by its sudden onset 
and abruptness. Neither apical ausculta- 
tion nor careful inspection of ‘the jugu- 
lar region may reveal diagnostic fea- 
tures. Measures like carotid sinus pres- 
sure (massage), change of posture, or 
exercise, if such is possible, may block 
paroxysmal auricular tachycardia and 
restore normal sinus rhythm. 

Supraventricular tachycardia must be 
differentiated from paroxysmal auricu- 
lar flutter. Carotid sinus stimulation will 
depress the A-V junction and _ conse- 
quently alter the ventricular rate, if 
atrial flutter is present. Most frequent- 
ly, the A-V ratio is 2:1, which may be- 
come irregular or slower during such 
measures. In addition, the veins of the 
neck may show rapid auricular undula- 
tions. 

Ventricular tachycardias. These forms 
of tachycardia are more serious, and, in 
the old patient, always indicate heart 
disease. Superficial auscultation of the 
heart or examination of the pulse may 
give the appearance of rapid regular 
heart rhythm, but a careful examination 
will often provide some clues. ‘The heart 
rhythm will show some _ irregularities. 
On apical auscultation, the first heart 
sound changes its intensity constantly 
because of the different time relation- 
ship between atrial and ventricular con- 
tractions. Also, cannon waves can be oc- 
casionally observed in the jugular ve- 
nous pulse. This phenomenon is also 
due to the varying atrioventricular re- 











lationship. In addition, low frequency 
sounds are heard, which may be caused 
by splitting of both normal heart sounds. 
The ventricular rate is usually somewhat 
slower than the rate of the supraventri- 
cular tachycardias. Vagal stimulation has 
no effect upon the heart rate. All these 
findings are almost specific for ventri- 
cular tachycardia. 

Atrial flutter. In this condition, the 
normal slow atrial beats are replaced by 
fast, regular auricular beats. The rate 
of the atria generally varies from 250 
to 350 per minute. As the ventricles re- 
main normally under the control of the 
atria, the ventricular rate will depend 
upon the A-V ratio; usually this ratio is 
2 to 1 or 4 to 1. Odd ratios are not fre- 
quent. 

In elderly patients with a regular 
tachycardia of about 140 per minute, 
auricular flutter should be suspected. It 
is often found in hypertensive or cor- 
onary heart disease. The presence of a 
rapid ventricular rate may lead to heart 
failure. Myocardial infarction is not in- 
frequently followed by atrial flutter. 

At the bedside, vagal stimulation, 
such as carotid sinus pressure, should 
be applied. An abrupt intermittent slow- 
ing of the ventricular rate will confirm 
the diagnosis. Either the ventricular rate 
becomes irregular, and, consequently, 
the A-V conduction ratios change from 
2:1, for example, to intermittent 3:1 
A-V block, or a sudden and persistent 
slowing of the heart rate as a result of 
an increase in A-V block may be ob- 
served. Also, attention should be paid 
to the neck veins which may show regu- 
lar rapid waves. If vagal stimulation 
has been successful in such a way that 
atrial flutter with a regular conduction 
ratio has become transformed into flutter 
with irregular ventricular response, the 
first heart sound will change also, be- 
cause of the different time relationship 
between atrial and ventricular contrac- 
tions. 
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TACHYCARDIAS WITH IRREGULAR 
VENTRICULAR RHYTHM 


Several conditions could be responsible 
for such a rhythm, but frequent pre- 
mature contractions or atrial fibrillation 
are most often the cause in the elderly 
patient. 

Premature ectopic beats. The occur- 
rence of premature contractions is rath- 
er frequent in the elderly patient. An 
ectopic focus located in the atrial, ven- 
tricular, or nodal tissue will be respon- 
sible for occasional or frequent dis- 
charge. Premature contractions may be 
coupled. They may occur in a normal 
sinus rhythm, but they are also found 
in any type of arrhythmia. If they occur 
frequently and are associated with a si- 
nus or supraventricular tachycardia, 
they may be easily mistaken at the bed- 
side for a rapid auricular fibrillation or 
partial heart block with dropped beats. 

Premature contractions may be asso- 
ciated with any cardiac condition. They 
are encountered especially in coronary 
heart disease and, under such circum- 
stances, may be responsible for attacks 
of angina pectoris; however, they are 
also found frequently in the absence of 
any cardiac condition. Premature con- 
tractions may be associated, for example, 
with diabetes with acidosis or with dis- 
ease of the biliary tract; they may also 
occur as a result of the use of digitalis, 
quinidine, or procaine amide or potas- 
sium therapy. Although the drugs tend 
to suppress any ectopic focus, they may 
cause premature contractions if given in 
excess. In the presence of normal serum 
potassium, potassium salts, even if given 
in small amounts, may produce ectopic 
foci if renal function is inadequate. 

At the bedside, premature contrac- 
tions are usually recognized with ease 
if attention is paid to the “compensatory 
pause,” by way of auscultation; also, 
the quality of a heart sound resulting 
from a premature contraction is differ- 
ent from the normal heart sounds. If 
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premature contractions occur very fre- 
quently, differentiation from other ir- 
regularities may be impossible. Such 
difficulty may also be encountered if 
frequent premature contractions are su- 
perimposed upon atrial fibrillation. A 
“completely compensatory pause” will 
be difficult to recognize. Therefore, it is 
hard to accurately distinguish between 
supraventricular and ventricular prema- 
ture contractions at the bedside. 

Atrial flutter. This condition was dis- 
cussed previously and is mentioned now 
because of its occurrence with a com- 
pletely irregular ventricular rhythm. 
Carotid sinus pressure may also be help- 
ful here. During vagal stimulation, the 
ventricular rate may change to a regu- 
lar rhythm and then return to its for- 
mer irregular beat. 

Paroxysmal auricular tachycardia 
with A-V block. The appearance of ir- 
regular ventricular rhythm during digi- 
talis therapy often signifies paroxysmal 
auricular tachycardia with A-V_ block. 
Such a diagnosis should always be sus- 
pected at the bedside when the apical 
rate increases while the patient is on 
digitalis. The administration of small 
amounts of digitalis may be sufficient to 
produce this type of rhythm in the pres- 
ence of sodium restriction or potassium 
resulting from frequent use of 
mercurials. 


loss 


Atrial fibrillation with rapid, irregu- 
lar ventricular rhythm. This should be 
considered as the last condition in which 
we are confronted with an irregular ven- 
tricular rhythm. The pulse will be total- 
ly irregular, and a pulse deficit will be 
present. The pulse rate will be slower 
than the apical rate because of the in- 
effectiveness of some of the beats. Since 
a pulse deficit will ensue whenever a 
rapid, irregular rhythm is present, this 
finding will not exclude other fast, ir- 
regular heart actions. The observation 
of cannon waves or the presence of 
atrial waves in the jugular region ex- 








cludes atrial fibrillation with rare ex- 
ception. Exercise may also be of help in 
differentiating atrial fibrillation from 
very frequent premature contractions in 
the presence of sinus rhythm. Exertion 
will have no effect upon atrial fibrilla- 
tion, but it will usually decrease or, 
rarely, increase the number of ectopic 
beats. 

Atrial fibrillation is frequently found 
in rheumatic heart disease, thyrotoxico- 
sis, and arteriosclerotic heart disease. 
In elderly patients, the latter probably 


rd 


accounts for 75 to 80 per cent of such 
cases. A sudden onset of atrial fibrilla- 
tion suggests prompt investigation for 
its etiology. 
Conclusion 

A thorough physical examination at 
the bedside often makes it possible not 
only to suspect, but also to diagnose an 
arrhythmia. Although the electrocardio- 
graph does not replace a clinician, its 
presence has often improved the physi- 
cian’s facility at bedside diagnosis. 
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IN OLD AGE are obtained with 





amazing frequency, slow alpha activity being especially common in 
persons more than 80 years old. Since patients with senile psychosis or 
neurosis usually have normal electroencephalograms, these determina- 
tions are valuable in differentiating psychiatric syndromes from or- 
ganic involutionary states. Foci due to minor hemorrhages, throm- 
boses, or localized cerebral ischemia have less serious import in the 
aged than in younger adults. In cerebral arteriosclerosis, the character- 
istic electroencephalographic finding is an irregular slow activity 
changing from one region to another. 


B. HARVALD: EEG in old age. Acta psychiat. et neurol. scandinay. 33: 193-196, 1958. 
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Rehabilitation of the cardiac patient 


HAROLD N. NEU, M.D. 


OMAHA 


@ In a recent survey, general practition- 
ers were asked to define rehabilitation 
of a cardiac patient and produced the 
following definition: “Rehabilitation as 
applied to persons with cardiovascular 
disease is a positive action, the aim of 
which is to get the patient (and his rel- 
atives) in a healthy, optimistic state of 
mind, and his body in as good func- 
tioning capacity as is possible, so that 
he may happily return to society as a 
producing, independent, creative mem- 
ber.””} 

Unfortunately, in the minds of many 
people, the term rehabilitation has_be- 
come synonomous with physical medi- 
cine, thus leading physicians to believe 
that rehabilitation is limited to polio 
patients and those with orthopedic and 
neurologic disease. ‘The degree of spec- 
ialized and varied skills needed for the 
individual patient is related to the com- 
plexity of the disability rather than to 
the organ symptom involved. 

Heart disease accounts for the great- 
deaths in the United 
States each year. It also results in great 


est number of 


numbers of individuals whose disabil- 


ity, through “scars that don’t show,” is 
as real as the amputated leg and the 
paralyzed arm.? Ninety per cent of the 
cardiovasculat result from ar- 
teriosclerosis and hypertension, and 
cardiac disability these 
conditions. In recent years, with the de- 


deaths 


most occurs in 
velopment of surgical technics and pro- 
phylaxis of rheumatic fever, the physi- 
medicine and co- 


teaching of rehabilitation, 
School of Medicine. 
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Although cardiac patients comprise 
one of the largest groups of disabled 
persons, the concept of rehabilitation 
has not been applied to them as wide- 
ly as they deserve. The responsibility 
for rehabilitation rests with the first 
physician who sees the patient. Elabo- 
rate facilities are not necessary for 
such rehabilitation, but it does re- 
quire a physician whose responsi- 
bility does not end with treating the 


disease. 


cian is often confronted with a young 
person with a congenital or rheumatic 
heart whose rehabilitation is more dif- 
ficult because of the psychosocial fac- 
tors created by his illness. In the geria- 
tric patient—and these older persons 
constitute the largest group of cardiac 
disabled—the need for a concept of re- 
habilitation is the more apparent if he 
is to retain dignity and usefulness and 
if costs of care for society are to be kept 
at a reasonable level. ‘The old concept 
of ‘“‘never walk when you can stand, and 
never stand when you can sit, and never 
sit when you can lie down” needs some 
revision in the light of evidence of the 
benefits from graduated activity. 

The physician who cares for the cardi- 
ac patient as well as for those with oth- 
er types of disabilities is the key figure, 
and he must assume leadership in pro- 
gramming the activities of the patient. 


Guides for Rehabilitation 


It has been over seventeen years since 
the New York Heart Association publi- 




















cized a system for classifying the pa- 
tients according to their degree of car- 
diac disability. The functional classifi- 
cation aids those who deal with cardiac 
patients by providing a crude common 
denominator with which to work. This 
is also true of the therapeutic classifica- 
tion, which many times is confused with 
the functional classification. ‘Therapeu- 
tically, the recommendations for physi- 
cal activity must take into consideration 
factors other than degree of cardiac dis- 
ability, and for this reason the two clas- 
sifications are separate. For example, a 
patient who is in a functional classifica- 
tion of I or II may, in considering fac- 
tors as type of disease, properly be 
placed in a Class C or D of a therapeu- 
tic classification. It may seem to the 
physician that these are arbitrary and 
superficial guides, yet it should be re- 
membered that the use of them enables 
the physician to deal more realistically 
with the management of the cardiac pa- 
tient than he would if no classifications 
were used. In a cardiac clinic or a work 
classification unit, these guides are use- 
ful to the many associate professional 
groups who also must deal with the 
patient. 


Methods of Evaluation of 
Cardiac Capacity 


One need of the clinician is for good 
evaluation of cardiac capacity. In eval- 
uating the patient whose heart disease 
is suspected or confirmed, nothing is 
more important than a careful history 
and examination. Close inquiry into his 
daily activities will give useful informa- 
tion regarding his capacity to bear peak 
loads. We must ascertain how far he 
can walk, how many flights of stairs he 
can climb before symptoms develop, 
and how long symptoms persist when 
he rests. Does excitement, eating a 
heavy meal, coitus, or exposure to cold 
produce exertional symptoms? Do 
symptoms fluctuate from time to time? 








Bruce emphasizes two criteria—first, 
the need for additional rest, as deter- 
mined spontaneously by the patient, 
and second, the ability to perform cus- 
tomary activities on a regular schedule 
without self-imposed limitations. Class 
II patients do not usually need addi- 
tional rest, but Class III patients usual- 
ly do, despite any strong motivation. 
Much iatrogenic heart disease could be 
avoided if the physician were truly 
aware of the performances of the pa- 
tient. It is also important to recognize 
that the personality structure of the pa- 
tient will influence psychologically the 
degree of activity he will undertake. 
Some patients tend to decrease their ac- 
tivities below their capacity, whereas 
others tend to push themselves beyond 
their normal limits. 

Although the electrocardiogram does 
not provide information regarding car- 
diac capacity, it is useful in establishing 
the type of cardiac disease present, and 
it also has prognostic value when serial- 
ly performed. Too frequently, needless 
restrictions have been placed on_ pa- 
tients simply because they have an ab- 
normal electrocardiogram. 

Much in the same manner, the x-ray 
film reveals useful information for di- 
agnosis, but the heart size in itself does 
not determine cardiac capacity. No 
x-ray examination of the heart is com- 
plete without fluoroscopy, in which al- 
terations in the size of the various cham- 
bers can readily be noted. Certainly, on 
the x-ray film alone, the diagnosis of 
mitral stenosis may well be missed. 

For years I have used an exercise test 
on tearly all patients. The best of these 
is the Master’s two-step, which is widely 
used as a standardized stress to elicit 
electrocardiographic changes of coro- 
nary insufficiency. Originally, the test 
was performed as approximately 20 
trips over a set of two 9-inch steps for 
a period of a minute and a half. The 
exact number of trips was determined 
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for the subject according to his age and 
weight. Later studies included the use of 
electrocardiograms before and after the 
exercise. 

Ford and Hellerstein have recently 
reported more detailed studies by in- 
cluding measurements of ventilation, 
oxygen utilization, oxygen consumption, 
and oxygen debt necessary to quantitate 
the energy cost of this test. They meas- 
ured the energy cost in 71 patients with 
heart disease and in a group of 126 con- 
trol subjects. The Master’s two-step test 
requires an expenditure of 8.5 calories 
per minute for one and one-half min- 
utes, which far exceeds the demands of 
ordinary work, except in heavy indus- 
try. They concluded that a better dis- 
crimination between normal subjects 
and patients with heart disease could be 
achieved by observing the rate of re- 
covery of blood pressure and probable 
pulse rate than by relying on electro- 
cardiographic changes alone. They also 
emphasized the safety of performing 
the test under careful supervision on pa- 
tients with known heart disease who are 
in a stable state. 

The vital capacity test is frequently 
a useful guide in evaluating breathing 
capacity on different occasions in the 
same individual. Although there are 
limitations in vital capacity when there 
is heart failure, vital capacity measure- 
ment serves as a crude but useful meth- 
od. Errors of 150 cc. may occur, even 
on repeated measurement of the same 
patient. Factors of motivation influence 
maximum performance. Minute volume 
gives more valuable information con- 
cerning the respiratory requirements at 
rest and during work. 

Brown and others® have found that 
the ballistocardiogram may be a useful 
tool in evaluating the functional capac- 
ity of cardiac patients, and that it can 
serve as a screening device for those 
who possess the functional capacity to 
perform work and whose energy re- 
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quirements are known or can be esti- 
mated. It is felt, however, that the bal- i 
listocardiogram has limitations in the 
older age group, for it is here that such 
a high percentage of abnormal resting 
ballistocardiograms are normally found. 
The more refined methods, which as 
yet have their chief place in the re- 
search laboratory, consist of studies of 
oxygen consumption and cardiac out- 
put. In these days, the physician must 
be aware of ergonometry and ergonom- 
ics—that is, processes which deal with 
the energy requirements of human ac- 
tivities. The unit of energy cost has been 
regarded as calories per minute because, 
when so expressed, the basal expendi- 
ture is about unity. Recent studies have 
shown that Class I cardiac patients can 
do 4 to 6.6 calories of work per minute; 
Class II patients, from 2.7 to 4.0 cal- 
ories per minute, and Class III patients, 
2.7 calories or less per minute.” In stud- 
ies of energy expenditures in calories 
per minute during the typical working 
day for industrial workers with heart 
disease, it has been shown that over 70 
per cent of such subjects fall into 
Classes I and II. Most of the work usual- 
ly required of a housewife is less than 
four calories a minute, which is satis- 
factorily performed by either Class I or 
Class II cardiac patients. The table shows 
the energy cost of various activities.§ 
The measurement of cardiac output, 
which is a difficult task, requires max- 
imal activity of the patient and is sub- 
ject to inherent errors which limit ac- 
curacy. It is also influenced by factors 
other than physical work. In the meas- 
urement of cardiac output by the Groll- 
man acetylene method, Kottke and oth- 
ers have shown the effect of posture on 
cardiac output in normal subjects.® 
They have demonstrated that sitting in 
a chair or sitting on the edge of the bed 
actually requires less cardiac output 
than does lying supine or in a 45-degree 
angle. The orthopnea of cardiac pa- 














COST OF 


VARIOUS ACTIVITIES IN CALORIES PER MINUTE 





Activity Cal./min. 


Activity Cal./min. 





Occupational Therapy: 


Leather, punching, lacing, i" 
(reclining) 

Rug hooking, sitting 1.3 

Chip carving, reclining 1D 

Knitting (23 stitches/min.) 1.5 


Weaving (table loom) 1.5-1.8 
o 


Copper tooling 1.9 
Typing, rapidly 1.8 
Weaving (floor loom) 2.0 


Chisel carving with mallet 

(standing) 2.0 
Chisel carving without mallet 

(sitting) 2.0 


Industrial Activities: 


Watch repairing 1.6 
Armature winding fe 
Radio assembly 2.7 
Bricklaying 4.0 


Plastering 1.1 
Wheeling barrow 
(115 1b., 2.5 mph) 5.0 


Recreational Activities: 


Painting, sitting 2.0 
Playing piano 25 
Driving cat 2.8 
Canoeing (2.5 mph) 3.0 
Horseback riding (slow) 3.0 


Volleyball 3.5 
Bowling 44 
Golfing 5.0 
Swimming (20 yd./min.) 5.0 


Household Tasks: 


Hand sewing 1.4 
Sweeping floor Ld 
Machine sewing 1.8 
Polishing 2.4 
Peeling potatoes 2.9 
Scrubbing, standing 2.9 
Washing small clothes 3.0 
Kneading dough 53 


Scrubbing floors 3.6 
Cleaning windows 3.7 
Making beds 3.9 
Ironing, standing 4.2 
Mopping 4.2 
Wringing by hand 4.4 
Handling wash 4.5 
Beating carpets 4.9 





tients 1s usually explained on the basis 
of changes of the mechanics of respira- 
tion rather than on the work require- 
ments of the heart itself. The orthopneic 
position requires a minimum of cardiac 
work and makes for greater ease of res- 
piration. Those who have had to remain 
absolutely quiet for twenty-four hours 
realize the imposition that is placed on 
the patient by the supine position. 


Significance of Anxiety 


I am sure that the anxiety and tension 
created by 


strict bed rest results in 





more cardiac work. This can be offset 
by carefully moving the patient from 
the bed to a comfortable supporting 
arm chair, thereby placing him in the 
optimum position for minimum activity 
to relieve his emotional tension. Emo- 
tional tension and anxiety are also re- 
lieved and diverted by occupational 
therapy, which includes crafts requiring 
only the use of the hands. 

Stevenson and his co-workers studied 
the effects of exercise on cardiac output 
in anxiety and found the rise to be high- 
er in absolute values and, in some in- 
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stances, to be greater in amount than 


when the subjects exercised while re- 
laxed.!° In patients with serious organic 
heart disease but no failure, the in- 
creases in cardiac output during strong 
emotion may, if long continued, act like 
that of thyrotoxicosis, anemia, fever, 
and other conditions which strain the 
heart and precipitate decompensation. 

Kottke and others have also made 
analyses of the increase in cardiac out- 
put of normal subjects during various 
occupational therapy activities in differ- 
ent positions.® For many of these, the 
increase of cardiac requirement is only 
15 to 20 per cent. It is probable that 
anxiety exerts a much greater effect on 
the heart. 

Patients under 50 with coronary ar- 
tery disease or hypertension often have 
passive, dependent personalities and are 
unable to express normal aggressions. 
Some use their condition as a prop to 
avoid responsibilities and others cover 
up their passivity with denial and ig- 
nore the symptoms of the disease which 
stand in the way of economic achieve- 
ment. In both of these instances, the 
patient is in greater danger from his 
personality than from the organic dis- 
ease. Gelfand points out that, in over 
half of cardiac patients, the proper emo- 
tional reorientation of the patient is the 
most important responsibility of the 
physician.!! A timid individual must be 
taught to master his complex fears and 
to find ways to relieve his pent-up emo- 
tion. The driving, ambitious patient 
must realize that he can still meet his 
obligations even though he may have to 
take a different type of job. Understand- 
ing the patient’s personality may pro- 
vide information as valuable as can be 
secured in any other way for determin- 
ing the work load which he will be able 
to carry. 

Needless Restrictions 
In my practice I spend as much time re- 
assuring patients who have had need- 
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less restrictions placed upon them as I 
do in making the correct cardiac diag- 
nosis. One must wonder why there must 
be so much crepe-hanging, ominous 
prognosis of death, and overdramatiza- 
tion of the illness on the part of the 
physician. It has been postulated that 
this “medical overprotection” of the pa- 
tient occurs because the attending phy- 
sician is (1) fearful of a death claim 
that would discredit his professional 
standing; (2) intent on protecting his 
financial interests; or (3) attempting to 
further a favorite method of therapy.* 
I am inclined to add a fourth reason 
which I think is more important than 
these three—that is, an attempt to re- 
lieve the physician’s anxiety due to the 
unpredictability of cardiovascular dis- 
ease. In our practice, each of us expects 
to meet occasional catastrophies in the 
face of which we are helpless, so we 
must not relieve our own anxiety by 
hanging a sword of Damocles over the 
patient. 

Levy and others have written about 
the needless restrictions imposed on 
cardiac patients.'? Patients with almost 
any form of heart disease are usually 
advised to abstain from the use of to- 
bacco, although for a great many, smok- 
ing provides pleasure and _ relaxation. 
There are certain situations, of course, 
in which tobacco should be interdicted, 
such as in congestive heart failure, 
acute myocardial infarction, and active 
rheumatic carditis. The patient with per- 
ipheral vascular disease should not use 
tobacco because of its constricting effect 
on peripheral vessels. 

It used to be thought that ascending 
stairs greatly increased the work of the 
heart. Recent studies emphasize that the 
stress is only slightly greater than that 
experienced after walking an equal dis- 
tance on the level.’ Of course, the pa- 
tient should take stairs in a leisurely 
pace which he finds agreeable. It has 
been mentioned before that, in the mat- 











ter of occupation, over 70 per cent of 
the jobs in industry can be handled by 
cardiac patients. Cardiac surgery has 
been helpful in getting patients back to 
work. Recent studies have shown that, 
in cardiac surgical cases, 75 per cent 
were again at work within a reasonable 
period—that is, a median of five months 
from date of operation.'4 

In the past few years, increasing at- 
tention has been given to dietary regu- 
lation in the treatment of cardiovascular 
diseases—chiefly coronary artery dis- 
ease, congestive heart failure, and hy- 
pertensive vascular disease. A low-fat, 
low-cholesterol diet has been particular- 
ly recommended in coronary artery dis- 
ease. In many of the dietary studies, 
special vitamins and food preparations 
are used in conjunction with the low- 
fat diet so that the identification of the 
worthwhile factor is difficult. One must 
question the wisdom of imposing such 
a diet on a large segment of the popula- 
tion simply because certain changes are 
found in the blood which are believed 
to predispose to atheroma. 

On the other hand, the soundness of 
prescribing a low-sodium diet in treat- 
ment of congestive heart failure has 
been demonstrated by years of exper- 
ience. This does not mean that every 
cardiac patient should be placed on a 
low-salt diet. In many cases, all that is 
necessary is to restrict salt at the table 
and salty foods. 

I see no point in restricting the use 
of alcohol except to recommend it in 
moderation. Thus used, it will many 
times provide relaxation comparable to 
that so often sought in the use of tran- 
quilizers. 

Many patients with heart disease are 
required to travel. In cases of death oc- 
curring during flight, it seems likely 
that the excitement with the attendant 
increase in cardiac output, blood pres- 
sure, and heart rate was as much re- 
sponsible for the fatalities as was the 


effect of altitude. Most planes today 
have cabin altitudes that rarely exceed 
7,000 feet, and the degree of hypoxia 
that one sustains in such altitudes is 
negligible. There are some conditions, 
however, in which air travel is to be 
avoided. These are congestive failure, 
active rheumatic carditis, recent myo- 
cardial infarction, and recurring angina 
pectoris, particularly if noted at rest. 

Most physicians are familiar with the 
studies that have demonstrated that 
more energy is expended in getting on 
a bedpan than in sitting on a com- 
mode.!® Except in the acute phase 
of shock after a myocardial infarction, 
a commode is to be preferred. 

Many patients with abnormal electro- 
cardiograms are needlessly restricted. 
For example, a 49-year-old lawyer came 
to me with a history of a recent myo- 
cardial infarction which was confirmed 
by electrocardiogram. However, the pa- 
tient was very apprehensive, with pain 
in his left shoulder not clearly related 
to exertion or excitement. He plarned 
to discontinue his practice for his symp- 
toms showed no signs of abating and 
his electrocardiogram still showed evi- 
dence of his infarction. Careful history 
and physical examination gave evidence 
that his symptoms were largely the re- 
sult of postinfarction shoulder syndrome. 
He was hospitalized and a_ program 
of physical therapy was instituted, re- 
sulting in alleviation of the shoulder 
pain. At the same time, a graduated pro- 
gram of work activity was resumed un- 
til the present time, when, although his 
electrocardiogram appears just the same 
as it did when first seen, he performs 
satisfactorily at a full-time position. 

Too few physicians are acquainted 
with the range of normal blood pres- 
sure and the benign character of much 
hypertension.'8 Many hypertensive pa- 
tients who have been cautioned to re- 
strict their activities because of elevated 
blood pressure, find themselves feeling 
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worse after they have seen their physi- 
cian. Many of these people have passive- 
aggressive personalities and their active 
physical life is a source of release for 
aggressions which they normally cannot 
display. If these can be moderated rath- 
er than restricted, the blood pressure 
will respond more satisfactorily. To a 
hypertensive patient, the physician may 
seem contradictory when, after reassur- 
ing him that “everything is all right,” 
his final caution is “take it easy.” 


Need for Graduated Activity 
Graded physical activity for the cardiac 
patient is essential if he is to know what 
his capacity may be. This can be deter- 
mined by a program of occupational or 
physical therapy which is designed to 
increase the cardiac capacity at a more 
rapid rate than would usually be at- 
tempted, for it is under supervision. 
Cardiac patients cannot be expected to 
have the same sense of security when 
given indefinite instructions in a home 
situation. 

Cardiac output requirements of vari- 
ous therapeutic activities have been 
studied in a number of centers and can 
be graduated to meet the _patient’s 
needs. I do not believe that physicians 
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have appreciated as yet the diversional 
effect of such activities in limiting anx- 
iety and speeding recovery. Therapists 
are trained to recognize quickly when a 
patient is extending himself. Coopera- 
tion between the physician and _ thera- 
pist is essential to provide maximal re- 
habilitation. When therapists are not 
available, it is the doctor’s responsi- 
bility to make his instructions specific. 
Instructional material from the Ameri- 
can Heart Association enables the busy 
physician to bring proper information 
to the patient. It is indeed unfortunate 
when there is failure to utilize the serv- 
ices of the medical social worker, voca- 
tional counselor, the state department 
of vocational rehabilitation, and existing 
community facilities to help reintegrate 
the cardiac patient into social and eco- 
momic life. 

The physician himself can make all 
the decisions needed for rehabilitation 
of 80 per cent of cardiac patients. In 
20 per cent, the complexity of their dis- 
abilities demands that a multidiscipli- 
nary approach be used in order that 
they may reach maximum potentials. 
The program on which this material was based 
was aided by an annual grant from the National 
Foundation for Infantile Paralysis, Inc. 
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Aberrant types of migraine 


seen in later life 


WALTER C. 
CHICAGO 


@ As far as I can learn, there is little 
in the literature to indicate that the syn- 
drome of migraine commonly changes 
as the person grows older. Sometimes 
this process of change is slow and con- 
tinuous, so that the patient has some 
type of migraine throughout life. In 
other cases, the migrainous spells may 
start in childhood, fade out during the 
twenties or thirties, and return in the 
fifties, sixties, or seventies. In many in- 
stances they return in so peculiar a 
form that the patient thinks he has a 
new disease, but sometimes the spells 
are so typical that their migrainous na- 
ture can easily be recognized. 

Cases in which the syndrome of mi- 
graine changed. For example, a tense, 
worrisome executive of 47 came to my 
office complaining of such severe pain in 
his face that he often needed morphine. 
His home physicians could not be 
blamed for trying to diagnose either tic 
douloureux or a brain tumor. How- 
ever, much questioning drew out the 
fact that in his youth the man had had 
many spells of typical migraine with a 
scotoma, a unilateral headache, and 
much vomiting. Gradually, through the 
years, the scotoma, nausea, and vomit- 
ing had disappeared, and the headache 
had been replaced by a violent pain, 
either in the face or nucha. This syn- 
drome was so different from his old 
one that he did not recognize it as a 
variant of his migraine. ‘The migrainous 
nature of this pain was almost established 


ALVAREZ, M.D. 


The syndrome of migraine common- 
ly changes with age. Often migraine 
fades out during the patient’s twen- 
ties or thirties and then returns in 
his fifties or sixties in a different and 
perhaps puzzling form. Migraine re- 
turning in later life may be due to 
strain, sorrow, the working out of a 
psychotic inheritance, a rising blood 
pressure, or little strokes. 


when it was learned that it could be 
aborted by the taking of some Gyn- 
ergen. The fact that the man later re- 
covered entirely also showed that he had 
not had any organic disease. 

In another case in which an intelli- 
gent, pleasant woman of 45 suffered 
from two-day spells of severe retching, 
I was puzzled because several examina- 
tions by excellent internists had failed 
to show anything wrong in her abdo- 
men. The fact that the spells always 
cleared up without treatment indicated 
a nervous cause, and the fact that her 
digestion was perfect between spells 
tended to rule out any smoldering le- 
sion in the digestive tract. 

I suspected migraine, but she said 
that her spells were never accompanied 
by an aura, a scotoma, a headache, or 
even a little pain in one eye. Finally, 
the woman’s older sister told me of 
some peculiar spells suffered by the pa- 
tient some twelve years before, but 
which had been forgotten. From the old 
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home doctor, I learned that these spells 
had been typically migrainous with a 
scotoma, a hemianopsia, a unilateral 
throbbing headache, and some nausea. 
With this information to help me, I 
blocked her next spell of retching with 
Gynergen, and then I was sure that her 
trouble was migrainous in nature. 

Another woman, aged 56, complained 
of spells of deep depression lasting for 
a day or two. Her home _ physician 
thought they were probably menopau- 
sal in origin, but I found they were 
migrainous and associated always with 
a slight unilateral headache. I learned 
that in her early girlhood she had had 
spells of typically migrainous vomiting. 
In her forties, during a period when her 
husband was going insane, she had had 
severe migrainous headaches with much 
retching. 

Spells of abdominal pain. I have seen 
many cases of severe abdominal pain 
in older persons—pain which might 
have puzzled me if I had not found a 
history of typical migraine in the per- 
son’s youth and later a marked change 
in the syndrome. One of my patients 
was a pleasant, highly intelligent, but 
very neurotic suf- 
fered from short spells of abdominal 
pain so violent that she doubled up. 
No cause had ever been found in her 
abdomen to explain the “storms.” When 


woman of 55 who 


I saw her in a spell, I was impressed by 
the fact that her abdominal wall was un- 
usually soft and relaxed. 

Repeated questioning brought out the 
fact that, at the age of 5, she had start- 
ed having typical sick headaches with 
much vomiting. After twenty-five years 
of such spells, the syndrome changed; 
the headaches quit coming and were 
replaced by attacks of abdominal pain. 
In this case, the unusual severity of the 
migrainous spells was probably due to 
heredity; the woman got her tendency to 
migraine plus great nervousness from 
one highly neurotic parent and her vio- 
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lent temper, suggesting epilepsy, from 
the other side of the house. 

I have seen many such aging persons 
whose short spells of strange discomfort 
were puzzling until I drew out the story 
of sick headaches in early life. 

Reasons for the change in symptoms. 
It is not well enough known that, in 
many cases in both men and women, 
migraine tends to appear first in child- 
hood, then to fade out, sometimes in 
the early twenties and often by the 
early thirties. Actually, it helps in the 
diagnosis of migraine to learn of this 
early coming and early fading away of 
severe headaches or spells of retching. 
It also helps much to know that during 
one or more of a woman’s pregnancies 
she was free from her “spells.” ‘This is 
typical of migraine. 

From much experience with the form 
of migraine that returns after middle 
life, I have become convinced that 
whenever I hear this story I must im- 
mediately inquire to find out why the 
“storms” came back. In the case of an 
able executive, trouble may return when 
responsibilities and strains pile up. 

I often tell the story of the sweet old 
prelate who, when over 60, complained 
of a flare-up of the sick headaches that 
had punished him terribly in his studi- 
ous youth but had faded out in his thir- 
ties. ‘They came back only when he was 
made a bishop and was overwhelmed 
with uncongenial problems and tasks. 

Often when I see a woman past 40 or 
50 with a return of her old migraines, 
I find that they were brought back by 
some strain, such as that produced by 
the care of a slowly-dying mother, by 
anxiety over a sick husband, by annoy- 
ance over the behavior of an alcoholic 
daughter-in-law, or by the distress of a 
stormy menopause. 

In many cases, I learn that the mi- 
graine returned because of the woman’s 
violent emotions, and these are to be 
explained by her tendency to psychosis, 














which was inherited from some of her 
mentally disturbed or alcoholic fore- 
bears. Sometimes the woman is some- 
what depressed, or hypomanic, or full 
of compulsions, phobias, or resent- 
ments. Sometimes she has a great fear 
of going insane, as a mother or aunt 
did. She may have severe insomnia or 
a marked hypertension, perhaps with 
some “‘little strokes.” 

A man with four causes for return of 
migraine. Very instructive to me was 
the case of a fine old physician of 72, 
who suffered from repeated attacks of 
severe retching for which his internist 
friends had been unable to find any 
cause. They had tried hard to prove that 
he had a duodenal ulcer, but had failed. 
When I inquired if he had ever had 
sick headaches, he said, “Yes,” he had 
had terrible ones, but in his twenties 
they had disappeared and had never re- 
turned. When I asked him if it had oc- 
curred to him that his three-day retch- 
ing spells might be equivalents of his 
old migraine, he said that that was his 
hunch. 

Then I continued, “Have you any 
idea why they returned? Usually, at 
your age I expect to hear of overwork, 
some strain, some sorrow, the working 
out of a bad nervous inheritance, a ris- 
ing blood pressure, or little strokes.” 

He answered, “I suffer from all of 
those causes.”” Then he told me that he 
had a bad nervous heredity, derived 
mainly from a touch-me-not, cold- 
blooded, schizophrenic mother. All his 
life he had been tortured by a dual 
personality. For a month he would be 
friendly and likable so that his patients 
loved him; then, for three days, he 
would be a hateful devil who had to 
hide somewhere so as not to offend peo- 
ple. Some months before I saw him, a 
schizophrenic nephew had shot and 


killed his mother and seriously wound- 
ed two brothers, so there was plenty of 
sorrow and humiliation, Because of this 





shock, the patient’s brother and partner 
had gone into a nervous breakdown, so 
that all the extra practice was dumped 
on his shoulders. With this pressure, he 
had suffered a little stroke and later 
had begun to have the spells of retch- 
ing. Obviously, his only hope was to re- 
lieve his strain and perhaps retire. 

Migraine of later years due to fear. 
A woman with a poor nervous inheri- 
tance had suffered from severe mi- 
graines in her early days, but they had 
disappeared by the time she was 40. 
Later in life, when her husband was 
dying of cancer, she began to get sud- 
den attacks in which she would become 
deathly ill, sometimes with intense ab- 
dominal pain and diarrhea. These spells 
appeared to be migrainous equivalents 
brought on each time by a feeling of 
panic. Her great fear that she 
would go insane, as some of her rela- 
tives had done. With much reassurance, 
an occasional dose of Gynergen, and a 
nurse to take over some of the burden 
of caring for the sick husband, she be- 
came nearly well. 


was 


Migraine or migraine-like syndrome 
from little strokes. Occasionally a_per- 
son past 50 complains to me of unilat- 
eral headaches and perhaps other symp- 
toms which suggest migraine, and yet 
I am not sure of the diagnosis. I may 
suspect that I am dealing with a syn- 
drome resembling migraine, much like 
the occasional spell of grand mal that 
attacks an elderly arteriosclerotic pa- 
tient who has a normal electroencepha- 
logram and apparently no epileptic in- 
heritance. 

In these cases, I am often impressed 
by the fact that the woman is stout and 
perhaps coarse-looking, slow-witted, and 
poorly educated—not at all like most 
migrainous women. Also, I can get no 
history of migrainous relatives and no 
history of migraines or any sort of head- 
ache in early and middle life. 

I have reason to believe that not all 
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headaches are based on an 
inherited tendency to migraine, and, as 
I shall show later, I believe some scin- 
tillating scotomas are not migrainous in 
origin. 


unilateral 


I just now came upon a note in the 
Journal of the American Medical Asso- 
ciation of September 4, 1956, in which 
Professor Greppi of Florence suggests 
that we may some day be able to dis- 
tinguish the true hemicranias of youth 
from the analogous syndromes of older 
persons caused by vascular dysfunction 
or disease. In the syndrome in the older 
person, we might find that we were 
dealing with thromboangiitis in a su- 
perficial temporal artery. 

In support of this idea is the fact 
that, in some of the cases I have studied, 
the headaches or scotomas came right 
after a little stroke. 

Illustrating what can happen is the 
case of a nonmigrainous woman, aged 
44, who had had excellent health until 
one day six years before I saw her, 
when, in a railroad station, she had al- 
most blacked out. She had managed to 
hang onto a radiator until a passing 
woman, seeing her distress, had helped 
her to a seat. For some months after 
this, she continued to have occasional 
spells in which she would stagger, 
bump into things, use wrong words, be- 
come slightly aphasic, and have lapses 
of memory. 

Four years later, while driving her 
car, she suddenly became so dizzy and 
confused that there would have been an 
accident if her sister, riding with her, 
had not grabbed the wheel. Following 
this episode, she began to have spells 
of typical migraine with a scotoma. The 
headache was unilateral, it caused nau- 
sea, and it was relieved by Gynergen. 
\gainst the idea that she had a true 
hereditary migraine were the observa- 
tions that (1) she knew of no migraine 
in her family; (2) she was not a bright, 
quick, meticulous, trimly built, migrain- 
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ous type of woman; and (3) she never 
before had had a sick headache. 

Months later, she had another little 
stroke which, curiously, wiped out her 
tendency to get sick headaches. I have 
seen several patients like this who got 
migraine for the first time after a little 
stroke and later lost it after another 
little stroke. One wonders if the second 
stroke destroyed some area in the brain 
essential to the production of migraine. 

A physician of 48 had never had a 
headache or a scotoma until in his for- 
ties, when he had some little strokes. 
Six years before I saw him, he had had 
symptoms that looked like the results 
of thrombosis in a small artery of the 
brain. Two years later, he had had 
another, more serious episode which 
was almost certainly a stroke. Follow- 
ing this, his health remained poor. Still 
later, another little stroke left him with 
pain in his abdomen. Then he had a 
series of little strokes, one of which 
caused him to fall to the floor and 
brought on sick headaches, for the first 
time in his life. 

A bright, pleasant, typically migrain- 
ous woman—a temperamental journal- 
ist—was seen at the age of 43 and 
again ten years later. When she was in 
her forties, the bad sick headaches from 
which she had suffered nearly disap- 
peared, and for several years her health 
was good. One day she lost conscious- 
ness for a few minutes, and, on coming 
to, found that her left arm and left 
breast were numb and her hands and 
feet were icy cold. In a few hours these 
symptoms were gone and she was feel- 
ing well again. Six weeks later, she had 
another little stroke accompanied by a 
pain in the chest, a choking feeling, and 
shortness of breath. With this spell her 
old headaches returned. 

A big, robust, hard driving executive 
of 57 presented what, at first glance, 
was a puzzling syndrome. He said that 
three years before, he had begun to suf- 
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fer from remarkable spells in which he 
would suddenly feel exhausted and 
weak. After a few hours, he would come 
to and feel energetic again. On some 
mornings, he would wake feeling weak 
and nauseated, and then he might feel 
miserable all day. He had consulted a 
number of internists and neurologists 
who had examined him carefully with- 
out finding any sign of organic illness 
in his brain or his body below the neck. 
His electroencephalograms showed no 
sign of epilepsy. 

The spells of fatigue closely resem- 
bled those of a severe but atypical mi- 
graine. I learned that, in his youth, he 
had had severe sick headaches which 
faded out when he was 30, and, during 
the next few years, had been replaced 
by episodes of abdominal pain. I started 
asking about little strokes and learned 
that there had been several, some of 
which had hit his brain rather hard. His 
trouble had really begun about four and 
one-half years before I saw him with 
what looked like a little stroke—an attack 
of excruciating pain that came suddenly 
back of the right eye. Six months later, 
while neurologists and ophthalmologists 
were still searching for a cause of the 
pain, the man suddenly lost his sense of 
balance so completely that, for a time, 
he could not walk unaided. Examina- 
tions of ears, brain, and blood pressure 
showed nothing wrong. 

After four months he was walking 
well again, but several more little 
strokes came. In one of these, he 
blacked out and lost some of his mem- 
ory, together with some of his sense of 
balance. It was after one of these 
strokes that he began to get the curious 
spells of fatigue and, after another stroke, 
to have severe headaches. For a_ short 
period, he experienced numbness of the 
left leg. I felt strongly that his little 


strokes had brought back some of his 
old migraine. Fortunately, he got much 
better on taking iodides. 








A small, typically migrainous, un- 
married woman of 60 said that in her 
youth and middle life she had had se- 
vere sick headaches. At the age of 50, 
she began to have one little stroke after 
another; her headaches largely disap- 
peared to be replaced by brief spells of 
depression which resembled those seen 
in some migrainous persons. When | 
saw her, she complained of ear noises 
and loss of her old, comfortable sense 
of balance. These spells had followed a 
little stroke which had come two years 
before. In addition, she was mildly psy- 
chotic and had a disturbing factor of 
hypertension. 

Apparently, in some cases of severe 
or frequently recurring migraine in 
older persons, hypertension has some- 
thing to do with prolonging the disease 
and maintaining it in a severe form. 

A man of 57, always asocial and 
mildly psychotic, for forty-five years 
had had severe attacks of migraine 
which gradually got worse. Ten years 
before I saw him, after a series of little 
strokes, his scotomas with zigzags had 
disappeared and left only the headaches. 

Migrainous scotomas in later life. 
Some migrainous persons begin to have 
typical scotomas, perhaps with a zigzag 
line, late in life. Often a man or woman 
who in youth had typical sick headaches 
in later years will have only the scoto- 
mas. I remember an older woman who, 
when under any strain, would get a sco- 
toma and then retch for days, without 
getting a headache. Another middle- 
aged woman, when flustered, “went 
blind” for twenty minutes, but that was 
all..An 80-year-old physician friend of 
mine was still having “storms in his 
head,” which he maintained were like 
his old migraines, except that he had 
lost his scotomas and his headaches. 

All my life I have had _ scotomas, 
without headache or nausea, but only 
after the age of 70 have I had mild, 
unilateral headaches, which do not fol- 
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low the scotomas. I know a man of 40 
who still has scotomas but he has lost 
the zigzag line! 

Scotomas which may come from cere- 
bral arteriosclerosis. In my late sixties 
I saw a few scotomas so different from 
my usual ones that I felt sure they were 
not variants of migraine but were 
caused by either a thrombosis or a spasm 
in an arteriole in the visual center. One 
day I suddenly saw a big splotch of 
red on an orange field. With this I lost 
my central vision and felt as if I had 
looked at the sun. There was no zigzag 
line such as I always have with my mi- 
grainous scotomas. The colors soon be- 
gan to fade, in ten minutes they were 
gone, and my vision again was normal. 
For the rest of the day, I had something 
very unusual for me—a headache. 

On another occasion I woke at night 
weird visual with _bril- 
liant purple colors weaving in and out 
as if on the top of some boiling liquid. 
This storm ended in a few minutes. 

A few of my elderly patients have 
told me of experiencing a_ brilliant, 
scintillating scotoma, perhaps for the 
first time, with a little stroke. For in- 
stance, a healthy woman of 72, a doc- 
tor’s wife, who knew of no migraine in 
her family and who rarely had even a 
mild headache, experienced a “woozy” 
spell which she thought was a little 
stroke. With this she had a vivid, scin- 
tillating scotoma such as she had never 
seen before. 


to see a storm 


Commentary. It has not been noted 
sufficiently that a migraine, which starts 
in youth and fades out in the person’s 
twenties and thirties, may return in later 
life, often in a different form. Some- 
times it is so atypical that the migrain- 
ous nature of spells of nausea, dizzi- 
ness, depression, retching, paralyzing 
fatigue, abdominal pain, or transient 
blindness is not suspected either by the 
patient or the attending physician. 

In many cases, parts of the old syn- 
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drome disappear, so that a man, who in 
his boyhood had terrible headaches, in 
his middle years will have only a sco- 
toma and in his seventies only spells of 
retching. In many such cases, the diag- 
nosis can be made only by the physician 
who will take the time to draw from 
the elderly patient the story of typical 
migraine in youth. The diagnosis may 
be clinched by finding that Gynergen 
will abort the patient’s queer attacks. 

In many puzzling cases, perhaps of 
two-day spells of severe abdominal 
pain, the physician can avoid a futile 
exploration of the abdomen just by ask- 
ing whether before a spell there is a 
pain in one eye, which is a small rem- 
nant of the old unilateral headache. If 
there is also a small remnant of the 
scotoma, there can be no doubt that the 
abdominal storm is migrainous. 

A diagnosis of migraine is indicated 
when periodic headaches fade out dur- 
ing the person’s twenties or thirties, and 
it is probably indicated when the head- 
aches disappear during pregnancies. 

If migraine reappears after the age of 
45, there is a reason, and the physician 
must question the patient until he finds 
out what it is. It can be strain from 
overwork, insomnia, sorrow, or annoy- 
ance. In some cases, the person’s emo- 
tions are stormy because of an extra 
psychotic or epileptic inheritance. The 
patient may be suffering from spells of 
depression or hypomania or from com- 
pulsions or phobias. There may be an 
increase in blood pressure or the mi- 
graine may be ushered in by one or 
more little strokes. In some cases, hy- 
pertension may aggravate a tendency to 
migraine, 

The aging person may experience a 
few typical scotomas for the first time 
in his life or he may observe scotomas 
so very different from those of migraine 
that they are probably caused by spasm 
or thrombosis of an arteriole in the 
visual center. 
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® Of all the elderly people in our cul- 
ture, probably the ones whom we know 
least are those in our mental hospitals. 
They are indeed the forgotten ones—far 
removed from their homes and commu- 
nities and often neglected by their own 
families. Many have grown old in the 
hospitals, spending some twenty to thirty 
years on the same ward. The hospital it- 
self may have no definite program for its 
elderly patients. Perhaps the custodial 
care is satisfactory, but treatment and 
activity programs are directed toward 
the newly admitted younger patients. 
The nurses may resent being assigned to 
the geriatric wards “where nothing can 
be done.” The elderly patient thus feels 
that he is an unwelcome guest at the hos- 
pital because the primary obligation of 
the hospital appears to lie elsewhere. 
Unfortunately, we know very little about 
the attitudes of elderly patients, espe- 
cially those who have been removed 
from their communities for a decade or 
longer. At our hospital, we do know that 
very few receive mail or visitors. 

This situation can be contrasted with 
that of the small community geriatric 
centers in the surrounding towns. There 
the patients receive and send letters, 
often entertain visitors, and eagerly read 
the daily papers. The men discuss poli- 
tics and pride themselves in voting in all 
elections. The women crotchet and knit 
various articles for friends and relatives 


ROBERT SOMMER is research psychologist, the 
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Elderly patients in large mental hos- 
pitals are often forgotten by their 
relatives, removed far from their 
home communities, and neglected 
by the staff, whose attention is di- 
rected primarily toward the younger 
patients. In this study of attitudes of 
40 geriatric patients in a large men- 
tal hospital, four general areas are 
investigated: attitude toward the 
hospital, ties to the hospital, attitude 
toward the outside, and ties to the 
outside. 


in the community. They have free access 
to a telephone, which they are encour- 
aged to use. The various clubs and or- 
ganizations in the community regularly 
visit the center and stage various pro- 
grams for the patients. The residents of 
these centers are considered part of the 
local community, which is certainly not 
the case for the 1,500 residents at our 
mental hospital. Our patients and resi- 
dent staff constitute a city in itself, but 
this is a far more impersonal and mobile 
community than the nearby town of 
5,000 inhabitants. 


Objectives of the Study 


The administration of this hospital felt 
that it would be useful to determine the 
attitudes and feelings of our elderly pa- 
tients. Very few of the psychiatrists 
spend any time on the geriatric wards, 
and the patients themselves are, on the 
whole, quite docile and accustomed to 
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institutional life. In fact, we felt that 
some patients were not aware of a world 
outside the hospital doors. 

Our first objective in making the study 
was twofold: to determine the patients’ 
attitudes and feelings toward the hospi- 
tal and to discover the extent of their 
contact with the world outside the hos- 
pital. 

We felt that a questionnaire construc- 
ted along these lines could aid the social 
service staff in determining whether a 
patient was a good prospect for place- 
ment in a private home or geriatric cen- 
ter. This is an important problem as 
many mental hospitals have too few so- 
cial workers, and these must be used to 
the greatest advantage. We assessed the 
patients’ attitudes and feelings in four 
areas: (1) attitude toward the hospital, 
(2) attitude the outside, (3) 
ties to the outside, and (4) ties to the 


toward 


hospital. 

The second objective of the study was 
to understand the psychologic needs of 
our geriatric patients. Previously we had 
to rely on impressionistic accounts by 
the staff and For example, 
many people maintained that the pa- 
their lack of 
privacy and the regimentation of life on 
the ward. A study of patient attitudes 


relatives. 


tients suffered because of 


could help us to replace speculation and 
supposition with facts. 
Procedure 

With the assistance of the social service 
and nursing departments, a large num- 
ber of statements were collected that re- 
lated to the patients’ attitudes toward 
the hospital and the outside world. These 
were then screened and edited. The re- 
sulting list was presented to the social 
service staff for their comments. Any 
item that was judged to be ambiguous or 
irrelevant corrected or discarded. 
The items were then assembled into a 
four-page questionnaire which could be 
filled out by the patients or by the ex- 


was 
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aminer in an interview. As the patients 
might not understand some of the items 
in a printed questionnaire, it was felt 
that an individual interview with each 
patient would be preferable. 


Two geriatric wards in the hospital 
were selected for the study—a male ward 
with 105 patients and a female ward 
with 37 patients. ‘The average age of pa- 
tients in each ward was 69 years. Twen- 
ty patients from each ward were inter- 
viewed for the study. The only selection 
criteria were that they should be lucid 
and cooperative; otherwise they were 
taken at random. Interviews were con- 
ducted individually by a social worker 
or psychologist in a small room adjoin- 
ing the ward’s dayroom. If a_ patient 
were uncommunicative, delusional, or 
otherwise unable to be interviewed, an- 
other patient was selected. 

After the scheduled 20 interviews on 
each ward were completed, the names of 
the 20 patients were typed on a list 
which was given to all nurses on the 
ward. The nurses were asked to indicate 
along a 4-point scale whether the select- 
ed patients were good or poor risks for 
outside placement by the social service 
staff. 


Results 
The final samples consisted of 20 men 
whose average age was 65 and who had 
spent an average of eleven years in a 
hospital and 20 women whose average 
age was 70 and who had spent an aver- 
age of twenty-one years in the hospital. 
Fourteen other interviews had to be dis- 
carded because of incompleteness, de- 
lusions, or an inability to understand the 
items. 

The actual questions and the patients’ 
responses are presented in tables 1 to 4. 
As the responses of the men and women 
are almost identical, they were combined 
in these tables. 

The question may arise as to whether 
the responses were honest and reason- 











TABLE 1 


ATTITUDE TOWARD THE HOSPITAL 














Don’t 

Query Yes No know 
1. Do you like the food at the hospital? 26 11 3 
2. Do you like the dances and parties at the hospital? 8 15 17 
3. Do you have enough work to do here at the hospital? 32 6 = 
4. Do you like the doctors at the hospital? 26 3 1] 
5. Do you like most of the nurses at the hospital? 39 1 0 
6. In general, do you like the patients on your ward? 32 3 5 
7. Are you able to be alone as much as you want here at the hospital? 29 10 l 
8. Do they send you to bed too early at the hospital? 0 1() 0 
9. Do the nurses hurry you too much at meal time? { 36 0 
10. Do you feel lonely in the hospital? 21 19 0 
11. Do you feel useful at the hospital? 23 12 5 
12. Do you feel that they want you here at the hospital? 14 9 17 
13. How many people sleep in your hospital room? Is this too many? 10 27 3 
14. Do you dislike having your meals and going to bed at a set time? 1 34 2 
15. Do you feel that you are a stranger at the hospital? 12 27 l 
16. Are the nurses here kind to you? a5 2 3 
17. Do you often feel bored at the hospital? 10 25 5 
18. Can you move about the hospital as freely as you'd like? 30 8 a 
19. Do the nurses here treat you like a child? z 34 1 
20. Do the nurses here understand you? 28 2 10 
21. Would you like to be discharged from the hospital? 31 3 6 

able. In any survey, this can never be as- Another check is to see whether the 


sumed. However, there are certain 
checks that can be built into a question- 
naire. One of the simplest is to construct 
the items so that an equal number are 
pro and con. One can then see whether 
the respondents are indiscriminately 
agreeing with every item regardless of 
the content. In tables 1 and 2, it can be 
seen that there were 738 positive re- 
sponses and 674 negative responses to 
the opinion items. This would indicate 
that the patients were not simply agree- 
ing to anything that was said by the 
interviewer. This is always a danger 
when the interviewing is done by an 
authority or high-status figure. 


responses within the groups are consist- 
ent and agree with known facts. In table 
1, item 8 shows that none of the 40 pa- 
tients felt that they are sent to bed too 
early. As there are very flexible bedtime 
hours on these wards, the responses ac- 
curately reflect reality. Item 2 dis- 
closes that only eight of the patients re- 
port that they like the dances and _par- 
ties at the hospital. Since the recreation- 
al activities on these wards are sadly 
limited, this again is a reasonable re- 
sponse. 

A third check is to see whether respond- 
ents are willing to answer in ways that 
will place themselves or authority fig- 
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TABLE 2 


ATTITUDE TOWARD THE OUTSIDE 








Don’t 
Query Yes No know 
1. Do you think that you’d get enough food of the kind you’d like if you lived 35 l 4 
outside? 
2. Do you think that you’d have enough clothes of the kind you’d like if you 36 0 4 
lived outside? 
3. Would you be alone as much as you wanted if you lived outside? 27 3 10 
4. Would you like to travel and see other places? 17 21 2 
5. Do you think that you would have enough money to live on if you left 20 9 11 
the hospital? 
6. Would you object to living in a home that doesn’t have running water 14 22 4 
and electricity? 
7. Would it be difficult for you to get used to having your meals at a different 4 28 8 
time and going to bed at a different time than at the hospital? 
8. Do you feel yourself a stranger to your family? 5 27 8 
9. Do you feel yourself a stranger to your home town? 7 26 7 
10. Are you needed or useful at home? 23 4 13 
11. Do you feel that they want you at home? 14 3 23 
12. Do you feel that you would be a bother to your family if you went home? 3 25 12 
13. Are there a lot of stairs at home which would be difficult for you to climb? 4 21 17 
14. Would you have enough to do if you lived outside the hospital? 31 0 9 
15. Do you like the way your children have taken care of things while you’ve 14 0 26 
been away? 
16. Do things move too fast on the outside? 10 23 7 
17. Does shopping on the outside bother you? 4 31 5 
18. Does traffic on the outside bother your 1 34 2 
19. Do you think that things on the outside have changed so much that it 6 24 10 
would be difficult for you to get along? 
20. Do you think that you would like living with small children again? 15 18 7 
21. Do you think that you would like living with people of the opposite sex 23 10 7 
again? 
22. Do you think that people on the outside will look down on you because 8 17 15 
you’ve been a patient in a mental hospital? 
ures in an unfavorable light. In table 1, | in which a patient did not appear to un- 


item 10 shows that 50 per cent of the derstand an item, it was scored as “don’t 








patients feel lonely in the hospital. Item 
| shows that 28 per cent of the sample 
do not like the food at the hospital. 
Finally the interviewers themselves, all 
of whom were trained professional em- 
ployees, were quite convinced of the sin- 
cerity of most of the responses. In cases 
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know” rather than pressing the patient 
for a reply. For simplicity in scoring, 
items that “did not apply” were scored as 
“don’t know.” Items in the various scales 
can be grouped under several heads: 
feelings about the hospital, present feel- 
ings, and feelings about the outside. 














TABLE 3 


TIES TO THE HOSPITAL 











Don’t 
Query Yes No know 
1. Are you working here at the hospital? 27 13 0 
2. Do you have a garden here at the hospital? 3 37 0 
3. Do you go to the movies in the hospital? 8 32 0 
4. Do you own any furniture on your ward? I 37 2 
5. Did you help buy any of the furniture on your ward? 0 37 3 
6. Do you have any good friends on the____ (own sex) wards? 20 17 3 
How many? if 
7. Do you have any good friends on the____ (opposite sex) wards? 1 33 3 
How many?____ 
8. Do you take part in many hospital activities? 9 31 0 
9. Do you have a group of friends here with whom you often get together and 18 21 1 
talk? 
10. Do you receive a pension? 15 21 4 
11. Do you receive other income? 10 23 7 
TABLE 4 
TIES TO THE OUTSIDE WORLD 
Don’t 
Query Yes No know 
1. Do you have a_____ (husband or wife) living on the outside? 14 24 2 
2. Do you have any children living on the outside? 21 19 0 


3. Do you have any good friends living on the outside? 26 11 3 
4. Do you belong to any lodge or organization? 5 31 4 
5. Do you own a house? 15 23 2 
6. Do you own any property? 18 20 2 
7. Do you ever receive any letters from your relatives? 23 16 l 
8. Did you receive any letters in the past month? 13 26 l 
9. Do your relatives ever come to visit you? 19 21 0 
10. Have they come in the past month? 5 35 0 
11. Do you often read the newspapers? 28 12 0 
12. Have you read a newspaper in the past week? 2 19 21 0 





THE HOSPITAL 


The patients were almost unanimous in 
their praise of the nurses. However, over 
a third of the patients complained that 
they rarely saw a doctor. Some sample 
responses from the female ward were: 





“T don’t know any of them” and “I never 
had much experience with the doctors 
here.” It can be noted that this is an 
open ward where the patients are given 
a large measure of responsibility. The 
staff had consciously attempted to spend 
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as little time as possible on the ward in 
the hope that the women would gain an 
increased sense of responsibility. 


PRESENT FEELINGS 


More than half of the patients said that 
they felt lonely in the hospital. About 
60 per cent of the men reported that 
they did not feel useful. Less than half 
of the patients felt that they were want- 
ed at the hospital. At least one-fourth 
felt bored at the hospital, as if they were 
strangers, and also felt that they lacked 
sufficient privacy. It would be interest- 
ing to imagine how these would compare 
with the responses from patients in a 
community geriatric center. Certainly 
the number feeling “wanted” at the cen- 
ter would be far greater than at an insti- 
tution which sees the treatment of young 
psychotic patients as its primary responsi- 
bility. 

One rather striking conclusion from 
the questionnaire is that the patients did 
not object to the routine of the hospital. 
Few objected to having meals at desig- 
nated hours, leaving the dining hall 
within a set time, or going to bed by 
11 p.m. Apparently a set routine is not 
distasteful to these patients. 


THE OUTSIDE 


The feelings about the outside world 
were naive and overly optimistic. Few 
of the group envisaged any problems re- 
garding money, recreation, or 
shelter if they were to leave the hospital. 
This is quite unrealistic and indicates 
with the outside. 
One particular patient parried the inter- 
viewer's question, “Do you think you 
would get enough food of the kind you’d 
like if you left the hospital?”, with 
“The food is fine here.” When asked, 
“Do you feel yourself a stranger to your 
home town?”, he replied, “I can’t tell 
you this. I am all right here.” Some 
other patients were definite in their pref- 
erence for living outside. Several men 


food, 


their loss of contact 
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who had been in the hospital for a num- 
ber of years maintained that they were 
needed on their farms and strongly de- 
sired to go home. 

A majority of the patients had no de- 
sire to travel, to see other places, or to 
live with small children again. Whether 
these are characteristic of most older 
people or restricted to those living in 
institutions is something that we do not 
know. 


TIES TO HOSPITAL 

Approximately two-thirds of the group 
are working in the hospital. Activities 
are varied and include such tasks as 
sweeping, making beds, and work in the 
kitchen and laundry. Their recrea- 
tional activities are more limited. Very 
few attend the films that are shown or 
take part in the parties and dances. One 
of the tragedies of large mental hospi- 
tals in isolated areas is that the staff is 
seldom able to establish a strong volun- 
teer or visiting program. The nearest 
city of any size is 75 miles from our 
hospital. This is particularly unfortu- 
nate, as the patients do not have contact 
with anyone from outside the institu- 
tions. Visitors are often able to serve as 
a bridge between hospital and commu- 
nity, while the staff, being identified with 
the institution, is not able to do so. 

Only half of the patients report that 
they have any good friends on their own 
wards. This parallels our observations of 
the minimal social interaction on most 
of these wards. Patients are rarely seen 
talking together or engaged in any com- 
mon activities. Although many people 
will Took at TV in the evenings, this 
cannot be regarded as a socializing me- 
dium. In fact, social interaction usually 
comes to a standstill when the TV set is 
turned on. 

A striking observation is that only 10 
per cent of the patients have good 
friends among patients of the opposite 
sex and at least half of this 10 per cent 

















consist of husbands who have wives in 
the hospital or mothers who have sons. 
Our geriatric wards are almost complete- 
ly segregated as to sex even during rec- 
é Pe c Cc 

reation. A male patient may see no 
women except the nurses for some time. 


TIES TO THE OUTSIDE 


Table 4 shows that one-third of the pa- 
tients have husbands or wives living out- 
side the hospital and that one-half have 
children living on the outside. About 40 
per cent of the patients say that they 
own a house or property. Nonetheless 
their contact with this outside world is 
far less than these items would indicate. 
Only one-quarter of the patients had re- 
ceived a letter during the preceding 
month, and about one-tenth had _ re- 
ceived visitors. ‘These responses would 
indicate that patients do not lack ties to 
the outside but only contact with it. 

During the month of November, a to- 
tal of 945 letters were sent from all the 
wards of this 1,500-bed hospital. Al- 
though this figure is slightly inflated by 
inclusion of parcel receipts, acknowl- 
edgements, and so on, it still averages 
less than 33 letters per day for the entire 
hospital. It can be added that the pa- 
tients on the admission wards usually 
send more letters than those on the geri- 
atric ward. In one geriatric ward, one 
patient sent several letters each week, 
another sent about one a month, and a 
third had sent one letter since she was 
admitted to the ward about a year ago. 
‘That was the total for a ward of 88 wom- 
en. In contrast, when we visited com- 
munity geriatric centers, we found al- 
most every patient spending some part 
of the day writing letters to children or 
friends or even phoning former neighbors 
or friends in the community. This tele- 
phoning of friends never happens in our 
hospital. The nearest outside phone is 
almost inaccessible to the patients, and 
very few have friends in the nearby com- 
munity. 





The ward nurses were asked to rate 
each patient as a prospect for outside 
placement. The 11 nurses from each 
ward were given a list of the 20 patients 
from their ward who composed our 
sample, together with a 4-point scale— 
excellent case, good case, fair case, and 
poor case—alongside each name. The 
average rating of each patient was com- 
puted and compared with the score on 
the questionnaire items. A pro-hospital 
score was derived by adding all items 
favorable to the hospital and subtract- 
ing those unfavorable. A_ pro-outside 
score was computed similarly, using the 
items on the second scale. The (product- 
moment) correlation between the nurses’ 
rating of the patient and his pro-hospi- 
tal score was .31 + .14, which is statis- 
tically significant at the .05 level, indi- 
cating that patients who were favorably 
disposed toward the hospital tended to 
be rated as good candidates for dis- 
charge by the nurses. The (product- 
moment) correlation between the pro- 
outside score and the nurses’ ratings was 
—.18 + .15, which is not statistically 
significant. A biserial correlation was 
run between the nurses’ ratings and the 
patient’s statement as to whether he was 
working in the hospital. This came out 
to be .53 + .16, which is significant 
beyond the .01 level. Although none of 
these correlations is very high, they 
showed that the nurses tended to rate as 
good candidates for discharge those pa- 
tients who like the hospital, do not like 
the outside, and are working in the 
hospital. 


Discussion 


These results show the disculturating 
effects of large isolated mental hospitals. 
Our patients are literally displaced per- 
sons. Not only are they removed from 
friends and relatives, they are also in an 
institution where they do not belong. So- 
ciety must decide whether it wants its 
mental hospitals to function as massive 
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geriatric centers. If it does, then steps 
should be taken to provide recreational 
facilities and community contacts for 
these patients. Otherwise, as we have 
seen, these patients lose touch with 
friends and children, and even with the 
flow of life on the outside. Few legisla- 
tors would consider constructing a 1,000- 
bed geriatric center in an isolated area, 
but this is what our mental hospital has 
become. 

It is an apparent paradox that the new 
wonder drugs and social therapies will 
do little toward solving this problem. 
Curing the patient’s illness or making 
him more tractable may not bring him 
any closer to the community from which 
he came. Instead, the mental hospital 
becomes filled with “well patients” who 
have an extremely restricted choice of 
recreational or social activities. In com- 
munity centers, most of this is provided 
by townspeople and service organiza- 
tions, but this cannot be the case in iso- 
lated mental hospitals. 

On the basis of this survey, certain 
steps seem within the exist- 
ing institutional framework. First, pa- 
tients should be strongly encouraged to 
send letters and cards as frequently as 
possible. Letter writing should become 
a clearly defined and expected activity 


necessary 


for patients on geriatric wards. ‘This 
should yield many dividends in terms 
of resuming past friendships and awak- 
ening latent interests in both patients 
and relatives. It should help to increase 
the number of visitors coming to the 
hospital, for many of the visitors stop 
coming when they feel that the patients 
are not really interested in seeing them. 

Steps should be taken to correct the 
unisexual societies that have been devel- 
oped, and patients should be given an 
opportunity to interact with both men 
and women. Interward and card 
parties should be arranged and patient 
visiting encouraged. We must emphasize 
that this should not be limited to the 


teas 
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group of so-called “better patients.” 
Persons at various levels of social ad- 
justment can profit from heterosexual 
contacts. The matter of increasing pa- 
tients’ contact with children or adoles- 
cents is more difficult to arrange. ‘The 
director of a community geriatric center 
told us how a boys’ chorus had visited 
his institution and how much the patients 
had appreciated it. If it is at all possible, 
we should arrange for our patients to at 
least see some children from time to 
time. 

From the findings of the question- 
naire, the social service staff feels that 
it has a better idea of the patients 
who are the best prospects for outside 
placement. This should enable the social 
workers to operate more effectively than 
under the previous policy of relying up- 
on the recommendations of the nursing 
staff. On the basis of the questionnaire 
responses, the patient group has been 
classified along a continuum ranging 
from pro-hospital and anti- 
outside to strongly anti-hospital and pro- 
outside. The first group consists of the 
well-institutionalized patients who are 
primarily a problem for the nursing and 
recreation staffs. Members of the second 
group are well motivated for discharge, 
but one should carefully examine their 
objections to the hospital environment 
to see that these same factors are not 
present in the homes in which they are 
placed. Probably the best prospects for 
the social workers are those patients 
who are strongly pro-outside and mod- 
erately pro-hospital. Patients who are 
both strongly pro-hospital and strongly 
pro-outside are placed easily on the 
outside, but their return rate is higher 
than patients who are less favorably dis- 
posed toward the hospital. 


strongly 


The nursing staff should revise its 
thinking as to the types of patients who 
are the best candidates for discharge. 
Too often the nurses consider the well- 
institutionalized, steady worker as the 





best candidate for discharge. This pa- 
tient may become so well adjusted to the 
hospital society that he ‘cannot adjust 
outside the hospital grounds. The nurses 
must be taught that it is not sufficient 
for a patient to adjust to the hospit2l 
routine but that he must be encouraged 
to resume and maintain his contact with 
the outside world. 

The rating scale on which the nurses 
indicated the patient’s suitability for dis- 
charge proved to be an interesting in- 
strument in its own right, for it tended 
to focus the attention of the nurses on 
rehabilitation to life on the outside. The 
social workers felt that this rating scale 
was of little use to them at present and 
that there was need for greater liason 
between social workers and nurses as to 


their respective goals. The nurses had 
only a hazy idea of their role in the total 
treatment plan of the hospital and were 
not fully aware of the need for getting 
the patient beyond the point of good 
hospital adjustment. Use of even a sim- 
ple rating scale should help to focus 
their attention on this last step. 


This study was carried out jointly by the Social 
Service and Research departments of the Sa 
skatchewan Hospital and supported by grants 
from the Rockefeller Foundation and Depart- 
ment of Health and Welfare (Canada). 


The author expresses his gratitude to Dr. 
Humphry Osmond for his assistance and sug- 
gestions and to Alec Heuser, M.S.W., John 
Bachtold, R.P.N., Dipl. 8.W., John Nickel, B.A., 
and Katherine Quigley, Dipl. S.W., for their 
assistance in preparing this paper. 





MODERATE FLUID RETENTION will often respond to the oral nonmercurial 
diuretic Rolicton (aminoisometradine) . Of a group of 35 patients re- 
quiring diuresis because of congestive heart failure or cirrhosis, thir- 
teen remained comfortable clinically with no fluid retention after 
thirty-two weeks of therapy with the drug. In 11 patients, mercurial 
injections had to be continued, but less frequently. 

This drug did not benefit 5 patients with severe congestive failure, 
and they continued to require two weekly injections of mercurials. 
Ascites and edema were reduced in only 2 of 5 patients with Laennec’s 
cirrhosis. 

Toxicity was not observed in any patient, and no biochemical ab- 
normalities were demonstrable. While requirements differ from pa- 
tient to patient, optimum daily dosage lies between 800 mg. and 1.6 
gm. in divided doses. 

Rolicton deserves a trial when mercurial therapy is contraindicated 
and fluid retention is mild to moderately severe. 


B. WAINFELD, J. J. YARVIS, and I. R. SCHWARTZ: Effectiveness or an oral, nonmercurial 
diuretic: clinical trial with thirty-five patients. Circulation 17: 918-921, 1958. 
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An index of adjustment to life 


in later maturity 


R. O. BECKMAN, CARL D. WILLIAMS, and 
GRANVILLE C. FISHER 


HIALEAH AND CORAL GABLES, FLORIDA 


@ The purpose of this study was to de- 
termine the extent of the differences 
among older persons in their adjust- 
ment to life in the later years, as meas- 
ured by a relatively brief screening test. 
It was believed that such an inquiry 
might throw further light on these ques- 
tions: Is the process of aging success- 
fully and effectively, with little psychic 
discomfort, a function of chronologic 
age, of status or environment, of voca- 
tion or education, or of physical or men- 
tal health? Are there significant differ- 
ences in adjustment between groups of 
older persons in various categories? 
Would an index or scale of the adjust- 
ment of individuals to later life be of 
practical value? 

Good personal and social adjustment 
was assumed to describe a satisfactory 
concept of the self derived from a real- 
istic interpretation and integration of 
the regard in which the individual is held 
by society.1 It has also been measured 
in terms of “morale.”? The ultimate 
criterion of adjustment may be survival, 
but the degree of an individual’s adjust- 
ment hinges upon an evaluation of his 
personal security, his relations with 
others, and his mental health. 


R. O. BECKMAN is director of the Senior Service 
Foundation at 164 West 16th Street, Hialeah, 
and author of the newspaper column, The Vin- 
tage Years. CARL D. WILLIAMS is assistant professor 
of psychology and GRANVILLE C. FISHER is chair 
man of the department of psychology at the 
University of Miami in Coral Gables. 
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Based on the responses of 118 men 
and women (median age 62.5 years) 
to a carefully devised questionnaire, 
a screening test was developed to 
aid in the study of the adjustment 
of older people. Findings indicate 
that adjustment decreases with age, 
inadequate income, limited educa- 
tion, and diminishing social contacts. 
Such a scale may have value in fur- 
thering research and meeting indi- 
vidual needs. 


A supporting hypothesis was that the 
more fully a person utilizes his potential 
in a socially acceptable manner, the 
better will be his adjustment. Man is 
therefore assumed to be a goal-seeking 
individual, striving to continue his devel- 
opment throughout life. In the final 
years, the developmental process must 
again be adjusted to conform to declin- 
ing physical and mental status. This 
often involves reorientation and adapta- 
tion of attitudes and behavior. 

Tangible evidence of the extent to 
which older persons are well adjusted 
is slowly accumulating. An early study 
based on two-hour interviews with 381 
persons over 70 who were on relief dur- 
ing the depression was made in New 
York State.* Information regarding aged 
rural people in Iowa was presented in an 
unpublished doctoral dissertation by J. 
T. Landis in 1940. Observations regard- 
ing characteristics of adjustment among 











older persons, without objective statis- 
tics, have been made by a number of 
psychologists, notably Lawton. 

The most extensive research project 
thus far publicized is the survey by 
Havighurst and Burgess of the activities 
and attitudes of several thousand men 
and women with a median age over 70.1 
Adjustment ratings were derived from 
the subjects’ statements as to their par- 
ticipation in social activities and from 
subjective opinions of attitudes reflecting 
satisfaction or happiness in life. Individ- 
ual data were recorded on an eleven- 
page questionnaire. This was filled out 
independently by some two-thirds of the 
subjects competent to do so. Data regard- 
ing another 1,200 cases were obtained 
by trained interviewers who spent from 
two to four hours with each case. The 
Chicago attitude inventory was validated 
by checking it against ratings made by 
interviewers and judges for 266 cases.4 

The Burgess-Havighurst-Cavan Sched- 
ule of Activities and Attitudes was again 
used in an intensive interview study of 
a stratified sample of 100 residents of 
Prairie City, a small community in the 
midwest. This survey explored the rela- 
tion of work, marital status, social ap- 
proval, role activity, and socioeconomic 
status to personal adjustment over the 
age of 65. 

The most recent findings of adjust- 
ment in later life are those of Kutner.? 
The needs of older people in the Kips 
Bay-Yorkville area of New York City 
were examined, again by means of in- 
terviews. Adjustment was measured in 
terms of morale, which was rated as 
high, medium, or low as evidenced by 
responses to seven questions. Here the 
Guttman scale technic was used, and 
morale was studied in relation to socio- 
economic status. 


Method and Material 
For the present study, material was 
adapted in part from earlier research. 


Items of information or opinion that 
appeared to have optimum diagnostic 
potential were devised or selected. These 
were combined in a two-page question- 
naire designed for the most part for self- 
administration, individually or in 
groups, under the supervision of an in- 
terviewer. A primary objective was to 
construct and apply a relatively simple 
tool that might have value for screening 
purposes. It was designed to serve as an 
indicator rather than as an exhaustive 
psychologic examination. 

The questionnaire was titled Check 
List on Attitude Toward Aging in an ef- 
fort to encourage frank and reliable re- 
sponses. It will be referred to here as 
an index of adjustment to later maturity, 
or, more briefly, as ILM. It embraces 
47 items, 7 of them for personal history 
data and 40 for use in computing an 
adjustment score. Most of them called 
for a “yes” or “no” response. Typical 
statements were: “I have made some of 
my best friends in the past few years;” 
“I accept such physical changes as age 
may bring;” and “I continue useful to 
those around me.” 

Experimental weights ranging from 0 
to 6 points (most items rated 0 or 2) 
were then assigned to the 40 items. 
Weights were based on the senior au- 
thor’s judgment as to relative signifi- 
cance of each item and were naturally 
influenced by weights which had been 
assigned to comparable questions in 
previous surveys.!:4 Composite possible 
scores ranged from 0 to 136. 

A few of the items were drawn from 
the research of Lorge and Tuckman®? 
and. were concerned less with an indi- 
vidual’s reaction to his own aging status 
than with opinions of older persons 
about aging in general. 

A total of 118 subjects aged 50 or 
over (median age 62.5 years) collabo- 
rated by filling out the questionnaires in 
full. Of these, 74 were older applicants 
for employment at the Miami office of 
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the State Employment Service involved 
in a study of older worker employment 
sponsored by the United States Depart- 
ment of Labor.® Fifteen forms were re- 
ceived from recipients of Old Age As- 
sistance and twenty-nine from members 
of a senior club and other elderly per- 
sons willing to cooperate. The forms 
were filled out by the subjects after re- 
ceiving instructions as to how to proceed. 
Questionnaires filled out by additional 
subjects who failed to answer more than 
13 out of 47 questions were not included 
in the study. 

External ratings of 81 subjects as to 
their apparent adjustment were also ob- 
tained. The form listed 31 traits or char- 
acteristics that might indicate adjustment 
or its absence. Such qualities as. self- 
sufficiency, and security 
were included, with a “yes” or “no” 
check by the rater in response to such 
items as “Complains about his lot in 
life,” “Speaks well of friends, family, 
and past employers,” and “Makes an ef- 
fort to help himself and improve his 
prospec ts. 


extroversion, 


In the case of job seekers, the inter- 
personal ratings were made by a coun- 
selor and placement interviewer in the 
employment office. A social worker rated 
the welfare cases, and a few subjects 
personally known to one of the authors 
of this report were rated by him. 

After the individual data were coded 
and transferred to punch cards, basic 
tabulations and correlations were made 
by the Institute of Psychological Re- 
search at Columbia University. Further 
interpretation and evaluation of the sta- 
tistical data were then undertaken by the 
psychology department of the University 
of Miami. 


Results 
The subjects by age 
groups and corresponding mean ILM 
scores is shown in table 1. Total adjust- 
ment scores ranged from 30 to 128 with 
a mean of 84.9. 


distribution of 
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TABLE | 


DISTRIBUTION OF ILM SCORES BY AGE GROUPS 








Age No. of Mean ILM _ Standard 
group subjects score deviation 
45-49 1 99.0 -- 
50-54 r 103.1 10.5 
55-59 30 90.7 30.0 
60-64 35 88.2 20.8 
65-69 28 76.5 25.8 
70-74 10 86.6 29.4 
75-79 5 70.0 19.4 
80-84 2 67.5 ie 

All subjects 118 84.9 27.3 
TABLE 2 


DIRECT CORRELATIONS AMONG VARIABLES 
AND TOTAL ILM SCORES 





Adjustment 


Age Sex Education score 
Age —.013  —.062 —.275 
Sex .003 = 15% 


Education 419 








A Pearsonian r of .67 between the 
total adjustment scores of 81 subjects 
and the interpersonal ratings made by 
interviewers or other judges was ob- 
tained. 

Table 2 shows the relationship of age, 
sex, education level, and total adjust- 
ment scores. For the data in table 2, 
an r of .181 is significant at the .05 
level, an r of .214 is significant at the 
.02 level, and an r of .236 is significant 
at the .01 level. It is important to note 
that the adjustment score is independent 
of sex but is definitely and favorably 
affected by schooling. The greater a per- 
son’s education, the better prospects he 
appears to have for favorable adjust- 
ment in later maturity. The results also 
indicate that there is a tendency for the 
adjustment score to be lower with in- 
creasing age. 











TA 


BLE 3 


MEAN ADJUSTMENT SCORES FOR VARIOUS 
SOCIOECONOMIC CATEGORIES OF SUB JECTS 





Subject 
category N 


A. Living arrangements 


Living with: 


Wife or 
husband 60 
Children or 
relatives 12 
Alone 40 
B. Years resident in 
community 
0-2 40 
3-5 27 
6-9 15 
10 or more 31 


~~ 


~ 


Professional 51 
Sales 9 
Clerical 6 
Service 15 
Skilled 16 
Semiskilled 6 
Housewife 12 


. Present income 
$0-999 17 
1000-1999 24 
2000-2999 22 
3000-3999 24 
4000 or more 30 
*. Number of groups 
participated in 
0 54 
1-2 45 
3 or more 17 


*, Employment status 


Employed 22 
Seeking work = 65 
Retired 29 


>. Source of subjects 


Employment 
service 
applicants 
Old age 
assistance cases 15 
Senior club 


members 15 
Personal 
acquaintances 14 


:. Occupational background 


ard 
devia- Over-all 
Mean _ tion p-value 
<.001 
93.2 I 
94.3 10.2 
71.4 Pat Br 
present 
<.30 >.20 
89.2 22.5 
78.4 18.3 
80.9 27.6 
90.9 21.6 
<.20 >.10 
92.1 20.5 
98.1 12.9 
87.8 29.0 
82.9 27.3 
73.8 29.2 
75.3 24.5 
74.9 21.5 
<.001 
52.5 21.4 
79.5 18.4 
93.5 18.3 
98.6 16.1 
94.4 21.7 
subject 
<.01 
78.0 26.8 
90.1 19.9 
100.1 17.0 
<.05 
94.7 23.8 
87.1 25.0 
76.1 pa 
<.001 
91.3 19.6 
50.7 21.8 
85.1 23.5 
93.3 18.9 


ILM score data 


Stand- 








A study of the mean adjustment scores 
of the subjects when they are grouped 
in categories according to socioeconomic 
status is shown in table 3. 

The probability values for the data 
presented in table 3 were obtained by 
using the two significance tests as de- 
scribed by Siegel®—the Kruskal-Wallis 
one-way analysis of variance test and the 
Mann-Whitney U test. 

The over-all -p values reported in the 
last column of table 3 show that some 
significant differences exist within all 
categories except those of years resident 
in present community and occupational 
background. A series of significance tests 
were obtained for all differences be- 
tween means within categories A, D, E, 
F, and G. The results of these analyses 
are summarized below. 

The mean ILM or adjustment score 
for subjects living alone is lower than 
for those living with wife or husband 
(p <.001) or with children or rela- 
tives (p <.01). 


The ILM for subjects whose income 


is less than $1,000 is lower than 
for those whose income is $1,000 to 


$1,999 (p <.001), $2,000 to $2,999 (p 
<.0001), $3,000 to $3,999 (p <.0001), 
and $4,000 or more (p <.0001). Those 
whose income is $1,000 to $1,999 have 
a lower ILM than those whose income is 
$2,000 to $2,999 (p <.02), $3,000 to 
$3,999 (p <.001), and $4,000 or more 
(p< UL). 

The ILM for subjects who do not 
participate in any groups is lower than 
for those who participate in one to two 
groups (p <.01) or in three or more 
groups (p <.01). 

The subjects who are retired have a 
lower ILM than those who are employed 
(p <.01). 

The old age assistance recipients have 
a lower ILM than the subjects from the 
Employment Service (p <.0001) or 
senior clubs (p <.002) or the subjects 
who are personal friends (p <.001). 
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One of the questions related to the 
content validity of the ILM is that of 
internal consistency. ‘To what extent are 
individual items on the check list useful? 
In order to throw light on the consis- 
tency between the responses to individ- 
ual questions and total adjustment 


correlations were made of this 
relationship. Except for one item which 
has a -.202 correlation, all of the items 
which had been assigned weights in com- 
puting a total score, on the assumption 
that they indicated favorable adjustment, 
were found to bear a positive correlation 
with the total scores. These positive cor- 
relations ranged from .334 in the case of 
“I have made some of my best friends 
in the past few years” to .810 for “These 
are the most years of my 
life.” High positive correlations also re- 
sulted from such items as “On the whole, 
contented with life 
before” and “I continue useful to those 
around me.” 
Negative 
.133 for “I am conservative and always 
follow established to .970 for 
“I get badly flustered when I have to 
hurry with my work.” High negative cor- 
relations were also found for items such 
feel miserable and 


scores, 


satisfactory 


1 am as now as 


correlations ranged from 


custom”’ 


blue much of 
“T have lost much of my abil- 
ity to get things done,” and “I am con- 
stantly keyed up and jittery.” 


aS 
the time,” 


Discussion 
The ILM appears to have sufficient diag- 
nostic value to distinguish between sat- 
isfactory and unsatisfactory adjustment 
in later life and to justify its use in 
further research with additional subjects. 
The scale apparently validates the theory 
on which its construction 
that is, that certain aspects of behavior, 
activity, and attitude toward the self dis- 
tinguish older persons from one another, 
both individually and in categories based 
on different life situations. 

Since satisfactory 


was based— 


evaluation of the 
physical health of the subjects could not 
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be readily obtained, the study involved 
no statistical findings of that factor upon 
adjustment. 

A correlation of .67 between total 
adjustment scores and external ratings 
of adjustment indicates substantial 
agreement. A negative correlation of 
.275 of adjustment scores with age sug- 
gests that satisfaction in later life de- 
creases with increasing age. A correla- 
tion of .419 with education indicates that 
older persons with more education tend 
to be better adjusted. 

The findings in table 3 support the 
theory that a person’s adjustment is def- 
initely influenced by a number of en- 
vironmental factors. ‘The mean score ol 
subjects living with spouse or relatives 
is nearly 50 per cent higher than that of 
those living alone. 

The previous occupational status of 
the subjects appears to influence their 
ILM scores since those of higher socio- 
economic prestige, such as those in pro- 
fessional and clerical occupations, score 
higher, but the available data are inade- 
quate to prove this assumption conclu- 
sively. A random sample of the popula- 
tion might show further relationships. 

The amount of money one has to 
spend has an all-important influence on 
adjustment. Persons with submarginal 
little more than half as 
those in the higher income 


incomes score 
well as 
brackets. 

Persons who take part in_ social, 
church, or civic organizations are far 
more likely to be well adjusted than 
those who do not. Those who are still 
regularly employed rate considerably 
higher than others who have definitely 
retired. 

It is probably significant that the 
scores of subjects dependent on Old Age 
Assistance payments, although the num- 
ber of such cases in the study was small, 
are but half that of subjects who are on 
a self-supporting basis and reasonably 
independent of economic pressure. 




















Conclusions 


Analysis of the data obtained from the 
present study indicates that satisfactory 
adjustment in later life is not related 
to sex and that it tends to decrease as 
age increases. It appears to be engen- 
dered by residence with one’s family, by 
employment, by the assurance of an in- 
come adequate for better than marginal 
subsistence, by schooling, and by partic- 
ipation in clubs, church groups, or other 
organizations. 

The total adjustment scores were 
found to correlate well with external 
rating criteria and with individual items 
used in the ILM form. 

The present study confirms the find- 
ings of the Kutner survey? in indicating 
that poor adjustment is associated with 
low socioeconomic status as gauged by 
income and occupational level. The 
Prairie City study found no significant 
relationship in this connection; in fact 
it states that “poor people have about as 
good a chance of good adjustment as 
wealthy people.”® 

The present ILM study corroborates 
the Kutner and Prairie City research in 


disclosing that adjustment gradually de- 
clines with advancing age but that it can 
be maintained by resourceful individuals. 

This study was intended to serve as a 
screening device for surveying given 
populations or spotting individual prob- 
lem cases. It may also pave the way for 
a simple scale of later adjustment which 
would be useful to mental héalth and 
social science personnel. 
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York: 


EXPERIENCE GAINED in reorganizing the St. Louis Chronic Hospital to 
reduce patient census and eliminate the waiting list has demonstrated 
that permanent confinement, when preventable or premature, is moral- 
ly unjust and economically wasteful. Most large communities offer 
auxiliary services to help the physician prevent or postpone such con- 
finement. Adult recreational centers often offer opportunities for the 
personnel to detect first signs of physical disability and desocializing 


tendencies in old people. 


Rehabilitation of the patient in the chronic hospital is not directed 
toward return to gainful employment; rather, the goal, in most in- 


stances, is maintenance activity to prevent deterioration. Physical and 
occupational programs frequently uncover deep and profitable inter- 
ests in patients thought to be hopelessly senile. 

Nursing home physicians should realize that total care for the in- 
dividual must be added to responsibilities of diagnosis and treatment. 


J. P. COSTELIO, JR., and G. M. TANAKA: St. Louis chronic hospital program. J.A.M.A. 
167: 7-13, 1958. 
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Sociomedical investigations 


of housing for the aged 


R. J. VAN ZONNEVELD, M.D. 


THE HAGUE, THE 


@ There seems to be no reason why the 
aged should be housed differently than 
younger age groups. Yet there has been 
a tendency in many countries to consider 
the accommodation of the elderly as a 
special problem. A great many have 
thought that the best solution for hous- 
ing older people was to assemble them 
in more or less large institutions or com- 
plexes of buildings or in_ residential 
homes in the country, which were often 
converted country houses. Fortunately, 
this idea has been generally abandoned. 
The modern concept is to let the aged 
live independently, as much as possible, 
in their own houses and environment. 
Nevertheless, there are still a number of 
old people who, while not being actually 
ill, are unable to manage by themselves 
and who are in constant need of care, 
and there are also old people who need 
nursing care or even admission to a hos- 
pital. Thus, some planning of the future 
accommodation for the aged is indicated. 

The shortage of housing in many of 
the west European countries sharpens 
the need for drawing up well-defined 
construction programs. In addition, not 
only should every possibility be ex- 
plored which would enable the aged to 
continue to live independently, but spe- 
cial facilities should be provided for 
them in their homes. ‘This is exemplified 
ROBERT JACQUES VAN ZONNEVELD is coordinating 
physician for gerontological research, National 
Health Research Council, and assistant in the 
Department of Social Medicine, University of 
Groningen, 
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NETHERLANDS 


There has been considerable activity 
in the last decade in providing spe- 
cial housing for the aged. However, 
before initiating new projects, the 
real needs and wishes of this group 
should be assessed. Several investiga- 
tions into the health and living con- 
ditions of the aged and their personal 
preference for special types of accom- 
modation, which were carried out in 
The Netherlands, are reviewed. 


in various countries where smaller or 
larger groups of little cottages for the 
aged are built among the houses of the 
younger generations and sometimes are 
grouped around a central home, which 
can provide the aged with all sorts of 
facilities, if necessary. 

In reconstructing old quarters or in 
planning new districts either in towns or 
in rural regions, there is always need 
for data on the social and medical condi- 
tions of the elderly to ascertain their ac- 
tual wants and wishes. Various surveys 
have been carried out in a number of 
countries to assess present needs and to 
estimate future needs. Generally, such 
inquiries are of a local character, al- 
though sometimes their results permit 
many more comprehensive conclusions. 

Sociomedical Surveys in 

The Netherlands 
This paper will report on some surveys 
carried out in The Netherlands, which 
were made not only to collect data on 





ys 
ch 








housing projects for the aged but also to 
obtain information on the health, leisure 
time activities, and social ‘contacts of old- 
er people. 

Housing accommodation for the elder- 
ly in The Netherlands is especially im- 
portant in view of the critical shortage 
of housing units for the general popula- 
tion. Sometimes the aged live in houses 
which are too large for them and require 
too much work to maintain. To relieve 
this situation, efforts are being made 
through subsidies to move these old peo- 
ple to smaller and more convenient 
houses which would leave the large 
houses at the disposal of large families. 


STUDIES OF THE CHRONICALLY ILL 


The purpose of one inquiry was to assess 
the number of beds needed in a nursing 
home which was to be constructed. This 
survey was carried out in 1952 on the 
small island of Schouwen-Duiveland, 
which is in the southwestern region of 
The Netherlands.t Under the direction 
of Dr. R. Hornstra, professor of social 
medicine at the State University of 
Utrecht, the local general practitioners 
checked their aged patients to determine 
the desirability of admitting those who 
were considered more or less chronically 
ill to a nursing home. On the island, the 
percentage of people 65 and over was 
12.5; 1.4 per cent of the aged men and 
2.3 per cent of the aged women were 
found to be in need of nursing care, or 
a total of 26 per 1,000 aged people. 
Another regional survey also dealt 
with the problem of the long-term dis- 
eases in old people.? Dr. J. T. R. Schreu- 
der, a general physician, carefully exam- 
ined all the chronically ill aged patients 
in southwest Frisia who were not admit- 
ted to a hospital at the time of the sur- 
vey. Other general practitioners helped 
him select the patients to be examined 
and accompanied him to the house or 
the residential home where their patients 
were living. Dr. Schreuder assessed the 


grade of disablement, the possibilities 
of rehabilitation, and the degree to 
which the patient had been unfavorably 
influenced by his environment or his 
environment by him. 

Altogether, 512 persons of 65 years 
and over were examined—that is, 5.9 
per cent of all the aged living in that 
area. Nearly 93 per cent were considered 
to be more or less disabled, and, of 
these, 25 per cent were found to be bed- 
ridden, 67 per cent partly ambulant, 
and 8 per cent entirely ambulant. The 
relative percentages for the 133 disabled 
people (32 men and 101 women) al- 
ready living in residential or nursing 
homes were 9, 10, and 8 per cent, respec- 
tively. These figures indicate that many 
bedridden old people were nursed by 
their relatives, a living arrangement that 
is not always advantageous for the aged 
or for their families or for both. 

Of the 334 old people who lived with 
their relatives, 55 per cent were consid- 
ered to have an unfavorable influence on 
their surroundings, and, in 30 per cent 
of the cases, the surroundings had an ad- 
verse influence on the patient. In nearly 
23 per cent of the cases, both the patient 
and his environment had a mutually un- 
favorable influence. On the basis of these 
findings, Dr. Schreuder estimated that 
beds in nursing homes were needed for 
between 23 and 42 per 1,000 aged peo- 
ple. 

SOCIOMEDICAL NEEDS OF THE AGED 

A sociomedical survey taken in Gro- 
nigen, a town in the northern part of 
The Netherlands, was based on 8 ran- 
donr samples, representing 4 age groups 
for both men and women, and was com- 
prised of 3,000 persons of 65 and over, or 
25 per cent of the total population of 
that age.* One of the major objects of 
the survey, which, after a pilot study, 
was carried out by 70 senior medical 
students and the author, was to obtain 
information on the sociomedical needs 
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TABLE 1 


SOCIOMEDICAL ACCOMMODATIONS OF SUBJECTS STUDIED IN GRONINGEN 





At home At home with 


Resident 


Hospital 
Nursing geriatric Total 


independently some help home home department number 
Ages No. wf . No. yA No. se / No } % No %, 
Men 
65-69 217 48.2% 21 44.7% 25 5.6%, 7 15% 0 0% 450 
70-74 155 38.6% 197 19.0% 1] 10.2% 8 2.0% 1 0.27 402 
75-79 105 29.9% 178 50.7% 56 16.0% 9 2.6% 3 0.8% 351 
80 and 33 11.0% 133 14.3%, 104 34.7% 27 9.0% 3 1.0% 300 
over 
Women 

65-69 308 684% 1038 229% 30 6.7% 7 16%, 2 0.4%, 450 
70-74 215 540% 119 299% 50 125% 18 33% 1 0.3% 398 
75-79 114 32.6% 145 41.5% 76 21.8% 12 3.4% 2 0.7% 349 
80 and 15 15.0% 88 29.3% 133 44.30 33 11.0% 1 0.4% 300 
over 





of these aged persons who were living 
in their own homes or with their rela- 
tives or in institutions. 

As shown in table 1, the subjects were 
divided into five groups, depending up- 
on their state of health as revealed by 
the survey: (1) those who lived in their 
own home with little or no assistance; (2) 
those who lived at home with some daily 
domestic help; (3) the frail ambulatory 
persons who lived in old age or residen- 
tial homes and had complete care but 
no nursing; (4) those who required 
nursing home accommodation because 
of long-term or chronic illness; and (5) 
those who required hospital accommo- 
dation because of their need for contin- 
uous medical treatment or more compli- 
cated rehabilitation facilities. The limita- 
tions of the survey naturally precluded 
consideration of the possibilities of re- 
habilitation as Classification of 
mental status of the subjects. 

Table | reveals that the group of to- 
tally independent men decreased from 


as well 
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48 per cent in the age group between 
65 and 70 to 11 per cent in the group 
80 and over; for women these percent- 
ages were 68 and 15, respectively. The 
percentage of men in need of domestic 
help did not change much with increas- 
ing age, and, in women, it increased on- 
ly from 22 to 29 per cent. In contrast 
to these figures, the percentages of peo- 
ple in need of residential or nursing 
care increased rapidly with age. Of the 
men in the youngest age group, only 5 
per cent were considered to be in need 
of residential home accommodation; in 
the oldest group this percentage was 35 
per cent. For women, the relative fig- 
ures were 6 and 45 per cent. Nursing 
home accommodation was required by 
1.5 per cent of the men in the age group 
between 65 and 70 and 9 per cent of 
the men in the group 80 and over; the 
figures for women were 1.6 and 11 per 
cent, respectively. 

Clearly, the older persons among the 
aged are much more in need of special 




















TABLE 2 


CARE AND NURSING NEEDS OF SUBJECTS STUDIED IN ROTTERDAM 





Men Women 

“Lin need % in need % in need “© in need 
Age Number of care of nursing Number of care of nursing 
65-69 1379 12.3% 2.6% 1422 7 3.8% 
70-74 767 19.3% 4.4% 803 22.30% 5.70% 
75-79 414 26.8%, 7.3% 502 32.3%, 9.0%, 
80 and over 219 50.0% 14.2% 294 50.09% 14.6% 
Total 2779 19.4% 4.7% $021 24% 6.2% 





accommodation than their younger col- 
leagues. This fact, although by no means 
surprising, is important because of the 
rapidly increasing number of the very 
old in the population. 

On the basis of these figures, it was 
calculated that if all aged people who 
were considered to be in need of one 
or another of the provisions mentioned 
in table 1 (without taking into account 
their personal wishes or already avail- 
able provisions) would be admitted to 
some kind of institution, there should 
be available, per 1,000 old people, 153 
beds in residential homes, 34 beds in 
nursing homes, and 4.3 beds in general 
hospitals. 


Attitude of the Aged Toward Homes 


It is of course also important to know 
how the aged feel about entering a res- 
idential home. Naturally, it will be diffi- 
cult to get a clear picture of their opin- 
ion as there are so many circumstances 
which will color this. In the Groningen 
survey, we tried to make it clear to all 
the interviewed people that the residen- 
tial home would be a modern home, 
with a room for every single person or 
each couple, and that there would be 
complete liberty for the inhabitants. 
Nevertheless, two-thirds of these aged 


persons did not like the idea of entering 
such a home. With increasing age, there 
were significantly more women than 
men in favor of a residential home. Al- 
though their attitudes were not greatly 
influenced by their marital state, those 
aged who were childless were decidedly 
more willing to enter a home than those 
with children. The higher social classes 
and the higher income groups were no- 
tably less in favor of a home than the 
lower social classes and the lower in- 
come groups. Aged persons with pro- 
nounced dyspnea were more willing to 
enter a home. No doubt, this physical 
impairment made them accept easier the 
advantages of a residential home, such as 
the provision of meals, laundry service, 
and the presence of elevators. 

The committee for the care of the 
aged in Rotterdam organized a social 
survey of a representative sample of 
5,800 men and women of 65 years and 
over in 1951.4 These people were, how- 
ever, not living in institutions of any 
kind. This is reflected in the finding 
that 88 per cent of the aged wanted to 
live independently, 8.2 per cent with 
their children and only 3.8 per cent with 
others. In fact, only 3 per cent preferred 
to enter a home for the aged. It ap- 
peared that ill health had only a slight 
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influence on the preference of the aged: 
88.2 per cent of the healthy men and 87 
per cent of the ailing men and 89.6 per 
cent of the healthy women and 83.3 per 
cent of the ailing women wanted to live 
independently. 

Table 2 shows that 21.9 per cent of 
the patients were in need of care and 
5.5 per cent in need of nursing. Of these 
1,268 people who needed care or nurs- 
ing, 610 were considered to be more or 
less healthy. Only one-fourth of the ill 
persons were thought to be in need of 
nursing. Iwo per cent of the total num- 
ber of patients were advised to enter an 
institution to receive the necessary care 
and 6 per cent were advised to do so 
to obtain the necessary nursing. This lat- 
ter percentage did not mean that there 
should be a nursing home for 6 per 
cent of the aged. The total need for in- 
stitutional care of one or another kind 
is thus estimated at 8 per cent. 

Finally, some results of a survey in a 
district of Amsterdam may be report- 
ed. A random sample of 500 single 
and married men and single women was 
taken which showed that 7 per cent of 
the men between 55 and 65, 16 per cent 
of the men of 65 and over, and 26 per 
cent of all the women showed an inter- 
est in institutional care. Among those in- 
terviewed, 2 per cent were found to be 
bedridden and 3 per cent in need of 
care. 

The percentages of people in Rotter- 
dam and Amsterdam who were inter- 
ested in residential accommodation dif- 
fer greatly, probably because of the dif- 
ferent kinds of questions asked and the 
different actual conditions. 
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Conclusions 


What do all these figures teach us? On- 
ly some major conclusions are drawn 
here: 

1. Old people, at least in The Nether- 
lands, generally object strongly to enter- 
ing institutions. 

2. Their state of health does not sig- 
nificantly influence the attitude of the 
aged toward residential and nursing 
home accommodation. 


9 


3. In The Netherlands, a minimum 
of 2 per cent of the aged is in need of 
nursing home care. 

4. Currently, there is a great shortage 
of beds in nursing homes in The Neth- 
erlands. 

The effects of the surveys mentioned, 
together with other facts, have already 
led to increased activity in providing 
for nursing home care and somewhat de- 
creased activity in building residential 
homes. At the same time, the need for 
the construction of small separate houses 
for the aged is emphasized. 
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A GERIATRICS SPECIAL EXHIBIT 





Acute 
Cholecystitis 
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and ANIBAL A. ZAVALETA, M.D. 
Cleveland Clinic 














Etiology 




















STONES IN GALLBLADDER 


Sty. 





Stones impacted in the cystic duct, Icute cholecystitis from blockage 
blocking flow of bil and erosion of large calculus 


NO STONES IN GALLBLADDER 


ited 








Icute cholecystitis secondary to pan Acute cholecystitis without stones, 
creatilis; pancreatic “reflux” from caused by spontaneous hemorrhage 
pancreatitis (hepatitis) 


@ Bacterial invasion is late. Primary factors are mechanical and 
chemical. Antibiotics are merely adjuvants to surgery. 
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Diagnosis 











Pain: Usually constant, not neces- 
sarily severe. 

Tenderness: Nearly always present 
in right upper quadrant, but 
may be minimal. Fist percussion 
very reliable. 

Guarding: Inconstant. 


Mass: Inconstant, reliable when 
present. 

Gastrointestinal symptoms: Vatri- 
able. Minimal symptom is an- 
orexia. 

Constitutional signs: Variable. Fe- 
ver and tachycardia. Leukocy- 
tosis, if marked, suggests gan- 
grene. 


Roentgenographic findings: Stones 
on plain film in 10 per cent of 
patients. Stones or nonfilling on 
cholecystography in majority of 
patients. 






Most common 
areas of pain 


Slones seen on roentgenogram 


Typical acutely inflamed gallbladder 
as seen at operation 


Multiple stones with one impacted in 
cystic duct 
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Management 








Operate promptly within twelve to 
thirty-six hours for nearly all 
cases other than emergencies. If 
in doubt, perform a cholecystos- 
tomy rather than a cholecystec- 
tomy. 

Perform secondary operation, cho- 
lecystectomy, in two to six 
months, if cholecystostomy was 
the procedure. 

PROCEDURE: 

Establish diagnosis if necessary by 
cholecystography. 

Remove gallbladder fundus down. 
Avoid injury to hepatic artery 
and common duct. 

Have blood available, as blood loss 
may be serious. 

Use cholangiographic studies if 
possible, as 5 per cent of patients 
have common-duct stones. 


CHOLECYSTECTOMY 


Cystic artery ns MON 
x 


Gallbladder 
millimeter by millimeter to 
to hepatic 
artery and common duct 


dissected out 


avoid injury 
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Cystic duct 
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Duodenum 








Anatomy of area 






Clamp close to gall bladder 


} 


Cholangiography performed 
if possible 
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CHOLECYSTOSTOMY 











Gall bladder palpable 
and tender 


Subcostal incision under local an- 
esthesia over point of maximum 
tenderness of mass if present 


OBSERVATIONS 


@ Acute cholecystitis is a dis- 
ease of older persons, with a 
high incidence in men. 


RE POLE AEE Cea 

@ Gallstones cause 95 per cent 
of cases by obstruction or ero- 
sion; infection is secondary. 


@ Operations should be per- 
formed promptly after diag- 
nosis is established and_pa- 
tient is hydrated and other- 
wise prepared. 


@ Cholecystostomy may be a 
lifesaving procedure in the 
very ill or poor-risk patient. 
The surgeon should never feel 
embarrassment in performing 
a cholecystostomy when in- 
dicated. 







(ly 


LZ ) 


Removal of stones 


“Common duct 


Placing of large tube. 
Unnecessary to bring 
fundus to peritoneum 
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Jobs at 80) 


S. L. PRESSEY 


COLUMBUS, OHIO 


@ Discussions of age of retirement com- 
monly debate whether work may desira- 
bly continue a little past the age of 65 
or, at most, a year or two past 70. How- 
ever, the average person now lives to be 
70, health is better preserved, and most 
work is less demanding than formerly. 
In addition, the value of continued use- 
fulness in later years, not only for eco- 
nomic reasons but also for morale and 
mental health, is increasingly recognized. 
Perhaps age limits in regard to employ- 
ability might well be lifted not a little, 
but substantially. 

If some people are sufficiently useful 
to be recompensed at the age of 80 or 
more, the potential usefulness of many 
persons at the age of 65 might well be 
emphasized. Types of work might then 
be found in which age was a minimal 
handicap, and those abilities indicated 
which were best maintained in age. If a 
large enough number of persons even 
80 and over were found to be still eco- 
nomically productive, then some recon- 
stitution relaxation of cur- 
rent concepts regarding the aged and per- 
haps even the processes of aging might 
be suggested. This last possibility will 
be returned to later. 

As a part of a larger exploratory study 
attempting to scout frontiers regarding 
potentialities in age, instances were 
sought of persons of 80 or over who were 
of substantial accomplishment or who 
were doing remunerative work. No sys- 


or at least 


tematic sampling procedure was used to 
S. L. PRESSEY is professor of psychology at Ohio 
State University. 
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With life expectancy now around 70, 
and with many persons living sub- 
stantially longer, the question ts 
raised as to whether some older peo- 
ple might not continue to be eco- 
nomically useful for a longer period. 
Four sets of data regarding old peo- 
ple were found to include some who 
were still productive at the age of 80 
and a few even at 90. Relaxation of 
retirement practices is suggested. 


determine just how common such cases 
might be—rather, an effort was made to 
find out if there were such cases and, if 
so, of what various sorts. If such inform- 
al search turned up a good many, it 
might be inferred at least that they were 
common enough to deserve considera- 
tion. 


Productive Octogenarians of the Past 
The extensive research of Lehman on 
age of achievement includes much evi- 
dence regarding notable accomplishment 
by people 80 and over in the past.! Par- 
ticularly did he find that leadership, es- 
pecially in politics and law, might con- 
tinue past 80. For example, Gladstone 
was prime minister at 84, and other 
octogenarians have served in British cab- 
inets. A substantial number of Supreme 
Court justices have served past 80; Hol- 
mes did not retire till 90. Lehman’s data 
clearly indicate that the best creative 
work, as in music, art, literature, and 
science, is usually done quite early in 
adult life. However, his research also 








yielded abundant evidence that great 
scientists, writers, artists, and musicians 
may continue to be productive into old 
age, even though their best work is done 
in youth. His chapter on Older Think- 
ers and Great Achievements lists 94 such 
persons, 29 of whom did work of note 
at 80 or over. ‘Tennyson wrote “Crossing 
the Bar’ at 80; Bellini painted one of 
his best pictures at 83; Robert Bridges 
and Thomas Hardy published notable 
verse at 85; Verdi composed notably at 
85; Alexander Humboldt published a 
volume of his Cosmology when 89; and 
Wundt completed his reminiscences at 
88. 


Source Material for Present Study 


The previous instances are of famous 
people not now living. But what of pres- 
sent-day octogenarians and _ especially 
those more ordinary in abilities and op- 
portunities? Do an appreciable number 
of them continue useful past 80? Such 
cases were searched for in three sets of 
material. Most adequate were the ex- 
tensive case records of 230 superior old 
people in a midwest city.? Thirty-five of 
them were 80 or over, and, of these, 19 
were at least occasionally doing some 
remunerative work. The second source 
was based on reports from a total of over 
1,000 university students in Ohio, Cali- 
fornia, and Canada who were in my ad- 
vanced summer classes in which the prob- 
lems of age were discussed. In that con- 
nection, I asked the students for informa- 
tion regarding well-known older persons 
who had done paid work. They provided 
reports of 127 such persons who were 80 
or over. Of these, 9 were in their 90's. 
A third source was a collection of clip- 
pings regarding old people, which were 
mostly about persons in my own com- 
munity or, in the case of those brought 
to me by students, were concerned with 
oldsters of their acquaintance. Only 
those clippings were included where 
there seemed no reason to doubt the 


essential accuracy of the material. These 
presumably trustworthy clippings includ- 
ed 167 persons past 80 who were still do- 
ing some work. These three sources of 
current cases thus yielded a total of 313 
persons aged 80 or over (23 were over 
90) who were still economically useful. 


Findings of the Study 


Most of the nonagenarians were working 
only part-time or occasionally. Two cler- 
gymen in their 90’s sometimes preached; 
3 physicians and 3 lawyers continued 
some practice; a 94-year-old woman was 
half-time receptionist for her optome- 
trist son; a man of 92 was justice of the 
peace; another was a half-time operator 
of a cigar stand; and yet another trained 
dogs for driving livestock. However, a 
few still held full-time positions. Two 
men past 90 were active presidents of 
small-town banks; another was a bank 
teller; and a woman of 90 still vigorous- 
ly continued her insurance business. One 
clipping mentioned that at 90 Senator 
Green was on a round-the-world trip. 
Such aged people thus active are indeed 
unusual, but they dramatize the possi- 
bility of usefulness even at an advanced 
age. Now let us consider the total group 
of those 80 and over still doing some 
work. What did they do and what was 
its value? 

Perhaps most important is the group 
typified by Gladstone, Churchill, and 
Adenauer, to which many congressmen 
and business leaders might be added. 
To these men, age brings an accumula- 
tion of experience and knowledge and 
a wisdom which makes them of especial 
value as leaders. But these same quali- 
ties make men in lesser positions also 
valuable, as witness the two nonage- 
narian bank presidents, Also important 
are the many persons now dead who, as 
described by Lehman, were still pro- 
ductive authors, artists, and scientists, 
even in their later years. Of such per- 
sons now living might be mentioned 
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Frost, Grandma Moses, and a 
more obscure individuals in 
these fields who were included in the 
present study. Three persons listed in 
this study wrote chatty, reminiscent col- 
umns for their local papers; an aged art- 
ist and woodcarver was much in demand 
for his skill in retouching and restoring 
paintings and church frescoes; a chem- 
ist past 80 was consultant for a manu- 
facturing company; a biologist of the 
same age similarly served a research in- 
stitute; and another at 96 published a 
history of his special field. 


Robert 
score of 


As might perhaps be anticipated, the 
largest occupational group was_profes- 
sional: in the total group were 18 phy- 
sicians and 12 lawyers still maintaining 
some practice. But there were also 24 
skilled artisans, 8 farmers, 8 owners of 
small stores, 3 clerks, 2 barbers, and sev- 
eral handy men. In view of the informal 
method of gathering cases, the figures 
mean nothing except in indicating that, 
in a variety of occupations from the 
humble to the internationally import- 
ant, some people continue useful work 
into great age. There were enough of 
these cases presumably to be of some 
significance: Lehman found that some 
of the world’s great men had been pro- 
ductive past 80; and my searches for 
people over 65 who were still vocation- 
ally active turned up, to my surprise, 
313 more ordinary persons 80 and over 
who were doing some form of remunera- 
tive work. What inferences 
drawn, at least tentatively? 


may be 


Inferences, Explanations, and 
Applications 


The usual assumption is that the years 
past 70, if not past 65, are years past use- 
fulness and that, in consequence, with 
the present average length of life at 
around 70, persons 
past that age must be carried by the 
economy and be considered by them- 


great numbers of 


selves and their associates as no longer 
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of economic worth. This paper has at- 
tempted to present enough cases of per- 
sons not merely past 70 but 80 and over 
who are still economically productive 
to call for a reconsideration of this as- 
sumption. 

How may these very old but still use- 
ful people be accounted for? Some might 
have aged so little that at 80 they were 
still only 60 physiologically. But that 
hardly seems the major factor in most 
cases. The minimal requirement of cer- 
tain jobs may have made it possible for 
the old person to assume the responsibili- 
ty, as is exemplified in the case of the 94- 
year-old mother of the optometrist who 
served as part-time receptionist for her 
son. For some types of work, age carries 
certain advantages. The receptionist 
knew her son’s patients from way back. 
Reminiscences were the chief stock in 
trade of the elderly columnists. ‘The ag- 
ing physicians tended to continue only 
patients of long standing, and, for this 
largely geriatric practice, they might 
well have special understanding because 
of their own age. An 88-year-old lawyer 
kept only old clients and specialized in 
wills and the settlement of estates about 
which he might well have unusual knowl- 
edge gained by his lifetime spent in the 
one city. An old skill now rare may have 
special worth, as evidenced by the wood- 
carver who restored frescoes. Perhaps to 
some, age may bring added wisdom, as 
in the case of some elderly statesmen. 
At least there may be kindliness and un- 
derstanding, as when an aged clergyman 
was rehired by his church for visiting 
the sick and elderly. 

The types of cases described may be 
thought of as special and unusual. The 
work performed was usually unhurried 
and often on a part-time basis. But with 
increasing gadgets to be repaired, serv- 
ices to be rendered, numbers of old peo- 
ple to be served, may there not well be 
increasing need for such work? And in- 
creasingly there may be included nota- 














ble people from presidents and prime 
ministers down, who, with geriatric care, 
may continue in usefylness. Further, 
healthy aging may increasingly be seen 
as involving not simply decrease in abili- 
ties but also change, with elements there- 
in which often have their own distinctive 
value. 


The study presented in this paper was supported 
in part by grant number M548C of the National 
Institutes of Health. The statements and _ in- 
terpretations are the author’s, and no endorse- 
ment of them by the Institutes is to be inferred. 
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r'HE EXPECTATION OF LIFE AT BIRTH has increased appreciably through- 
out the world, the gains generally being largest in the countries which 
formerly had the least favorable record. In Puerto Rico, life ex- 
pectancy has increased from 46.0 years in 1939 to 1941 to 68.3 years in 
1955, and in Ceylon it has risen from 42.8 years in 1946 to 59.9 years in 
1954. Mexico, Brazil, and Thailand have also scored marked gains. 
India, Greenland, and the Belgian Congo are notable exceptions to 
the general pattern, and some Central and South American countries 
also make a poor showing. While data are lacking for large areas of 
Asia and Africa, it is probable that life expectancy is generally low. 

A wide gap continues to exist between the industrialized and the 
less-developed countries. Life expectancy at birth varies from a low of 


32.1 years in India (1941 to 1950) toa high of 72.5 years in The Nether- 


lands (1953 to 1955). Records show 


72.5 years for Sweden in 1951 to 


1955 and 71.0 years for Norway in 1946 to 1950. In Israel, England, 
New Zealand, the United States (whites), and Canada, the figure 
also exceeds 70. For the Soviet Union, the average length of life was 
reported as 64 years for 1954 to 1955, with Czechoslovakia showing a 
similar experience. East Germany and Hungary have an appreciably 
better record than the Soviet Union, while Poland’s is not as good. In 
Yugoslavia, the rate was only 56.3 years in 1950. 


Women enjoy a longer life than men in practically every country. 
The introduction of penicillin and other antibiotics, the widespread 
use of vaccines, better diagnosis and treatment of illness, additional 
hospital facilities, better child and maternal care, advances in surgery, 
and the spraying of large areas with insecticides have all contributed 


to lengthening the average lifetime. 


International gains in longevity. 
\pril, 1958. 


Statist. Bull: Metrop. Life Insur. Co, 39: 1-3, 
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Minn -apolis Veterans Administration Hospital 


Discussed by RALPH E. SMITH, M.D. 
Moderated by HORACE H. ZINNEMAN, M.D. 
Edited by HORACE H. ZINNEMAN, M.D., and 
DONALD GLEASON, M.D. 


Presentation of Case 
The onset of complaints of this 64-year- 
old man occurred two weeks before his 
first admission to Minneapolis Veterans 
Administration Hospital in March of 
1954. They were marked by _ fever, 
chills, and pain in the right side of his 
chest. This pain was aggravated by deep 
breathing or coughing. Physical exam- 
ination revealed a temperature of 99.4‘ 
F. and blood pressure of 136/86 mm. 
Hg. The physical findings were not re- 
markable except for a moderate en- 
largement of the liver, atrophic testes, 
slight pitting edema of the feet, and 
diminished ankle jerks. There was no 
heart murmur. Hemoglobin was 11.4 
gm. per 100 cc. Sedimentation rate was 
85 mm. per hour, and blood urea nitro- 
gen was 12.6 mg. per 100 cc. The lab- 
oratory liver profile was normal, and 
several electrocardiograms were within 
normal limits. 

While the patient was in the hospital, 
thrombophlebitis developed in the sup- 


RALPH E. SMITH 7s assistant professor of medicine 
at the University of Minnesota and at the De- 
partment of Internal Medicine, Minneapolis 
Veterans Administration Hospital. HORACE H. 
ZINNEMAN is assistant professor of medicine, Uni- 
versity of Minnesota and Minneapolis Veterans 
Administration Hospital. DONALD GLEASON is 
chief of the Pathology Service, Minneapolis Vet- 
erans Administration Hospital. 
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Clinicopathologic Conference 








erficial veins of his left arm. This was 
treated with penicillin and heparin. 
This man was admitted for the sec- 
ond time on April 22, 1957. Eight 
months before this admission he exhib- 
ited exertional dyspnea and slight swell- 
ing of the ankles. There was no noc- 
turnal dyspnea or orthopnea. Two 
weeks before admission, he had felt se- 
vere pain across the left anterior aspect 
of the chest. There was low grade fever 
and some perspiration at the time. 
On physical examination, the patient 
appeared poorly nourished; his temper- 
ature was 100.2° F.; blood pressure, 
98/90 mm. Hg; and vital capacity, 
2.6 liters, exhaled slowly. He seemed to 
protect the left side of his chest with 
his hands. The jugular veins were dis- 
tended. The fundi were normal. He 
“splinted” the left side of his chest and 
preferred to lie on his right. The lung 
bases appeared to be high, and the ex- 
cursions were minimal. There were at- 
electatic rales over the left base. The 
heart was enlarged to the left. A blow- 
ing; grade IV_ systolic murmur was 
heard at the apex. It was transmitted 
over the entire precordium. The aortic 
second sound was louder than the pul- 
monic second sound. The liver edge was 
palpated just below the right costal 
arch. The spleen was not palpable and 
no masses were felt. Rectal examination 
revealed a prostate of normal size. The 








extremities showed no clubbing or ede- 
ma. The pedal pulses were not palpable. 
The neurologic examination was not 
remarkable. 

Laboratory examination showed the 
urine to be essentially negative. Hemo- 
globin was 12.4 gm. per 100 cc. White 
blood cell count was 8,200, rising to 
11,200, with 87 and 71 per cent poly- 
morphonuclear leukocytes, respectively. 
Sedimentation rate was 105 mm. per 
hour. Test for lues was negative. Stools 
were negative for occult blood and par- 
asites, and blood urea nitrogen was 17.5 
mg. per 100 cc. A blood culture showed 
no growth in five days. A chest film re- 
vealed a marked increase in the size of 
the heart since the previous admission 
in 1954 and some evidence of pulmo- 
nary congestion. Both pleural cavities 
contained fluid. 

The patient was treated with a regi- 
men of sodium restriction and intramus- 
cularly administered procaine penicillin. 
On his third hospital day, he developed 
cyanosis with diffuse diaphoresis. His 
neck veins were distended and pulsating. 
Crepitant rales were heard over both 
lung bases. Blood pressure was 84/74 
mm. Hg, the pulse being 108 and regu- 
lar. The liver edge had descended and 
was tender to palpation. An electrocar- 
diogram showed sinus rhythm and low 
voltage. The PR interval was .12 sec- 
onds; QRS, .08 seconds; and QT, .36 
seconds. The ST was elevated in leads 
I, Il, AVF, and V. to Vg¢; it was de- 
pressed in T;. There was a QS in leads 
V. to V,. The serum transaminase was 
613.2 units. 

The patient was digitalized with in- 
travenous administration of 1.2 mg. of 
Cedilanid and received oxygen therapy. 
Nevertheless, he went into a prolonged 
state of shock, which was refractory to 
vasopressor therapy. He expired on April 
26, four days after his second admission 
to this hospital. 


Discussion 


DR. SMITH: It is infrequent that a diag- 
nosis has to rest on a very few diagnos- 
tic aids, but I think in this case that 
the electrocardiogram is most impor- 
tant. I read this protocol and the report 
of the electrocardiogram; however, I 
was not prepared for the electrocardio- 
grams which Dr. Zinneman showed me 
just a few minutes ago. 

I will start with the first admission in 
1954 because I think it is relatively un- 
complicated. This man had _pleuritic 
pain, fever and chills, and a normal 
electrocardiogram. The latter shows a 
left axis and is otherwise completely 
normal. I think this illness suggests 
pleural irritation of which pneumonitis 
or pulmonary infarction would have to 
be considered as the most likely etiol- 
ogies. The radiologist can help us very 
much in this difficult differential. Do we 
have the chest films on the first admis- 
sion? 

RADIOLOGIST: The chest film of March 
3, 1954, which I believe coincides with 
the first admission, shows a pleural re- 
action at the right costophrenic angle 
and obvious thickening and some eleva- 
tion of the minor intralobar fissure. In 
a lateral projection, we can see that this 
extends into the posterior portions of a 
major fissure. On the basis of one film 
alone, it is often difficult to decide 
whether this is an old chronic process 
or whether it represents fluid at the base 
with extension into the minor and up 
along the major interlobar fissure. One 
has to put it together with clinical find- 
ings or old films or follow-up films, 
and we do have foilow-up films which 
show clearing, indicating that it was 
fluid. 

DR. SMITH: Do you see any parenchy- 
mal infiltrate? 

RADIOLOGIST: No. In the film of July 
1954, the minor fissure looks complete- 
ly normal and the effusion at the right 
base has disappeared; we now have a 
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normal costophrenic angle, and there is 
no evidence of a parenchymal infiltrate. 
DR. SMITH: Do you see evidence of avas- 
cularity of the right lung? 

RADIOLOGIST: Not truly. There is some 
localized emphysema at the base. 

DR. SMITH: The other diagnosis to be 
considered in the light of an absence 
of an infiltrate would be pleuritis with 
pleural effusion; this clinical diagnosis 
suggests many etiologic possibilities. 
However, thrombophlebitis developed 
in the superficial veins of the left arm. 
I would assume this is one of the rare 
situations where an embolism did occur 
from brachiocephalic thrombophlebitis. 
He was treated with penicillin and hep- 
arin. Thrombophlebitis, although in- 
flammatory, is infrequently infectious, 
especially in the upper extremities; I 
imagine that penicillin was considered 
as a prophylactic measure in a patient 
with pulmonary infarction against sec- 
ondary infection. 

On the last admission, the patient 
again presented with pain. This time 
the pain was on the left side and pleu- 
ral in character. Pleuropericardial pain 
simulates pleural pain, although deglu- 
tition more often accentuates the for- 
mer. An electrocardiogram revealed 
marked changes with a QS pattern as 
described in V, and V, and ST eleva- 
tions in those leads with diaphasic T 
waves and also a Q wave which had de- 
veloped in limb leads II and_ III. 

Clinically, this man presented a_pic- 
ture of hypotension with a very low 
pulse pressure and an enlarged heart. 
One has to conclude that this represent- 
ed cardiogenic shock. Cardiogenic shock 
is caused by relatively few diseases; es- 
tablishing this fact should be of great 
aid in arriving at a differential diagno- 
sis. I will discuss the causes of cardio- 
genic shock, omitting the shock which 
occurs with obvious dysrhythmias—the 
very rapid rate which does not allow 
diastolic filling or the very slow rate 
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which does not allow adequate output. 
Mitral stenosis requires the presence of 
a not too rapid rate to drop diastolic 
filling to the point where there is cardio- 
genic shock. Aortic stenosis occasionally 
terminates with this picture. Pulmonary 
embolus with a significant obstruction 
to outflow of the right ventricle will 
produce this syndrome also. Then, car- 
diac tamponade from fluid in the peri- 
cardial cavity or from fibrous contrac- 
tion of the pericardium will also even- 
tuate in this picture. Finally, I would 
like to consider the myocardial hypo- 
dynamic causes. This is failure of the 
myocardium as a pump, not an infre- 
quent terminus for patients with rather 
massive infarctions who develop hypo- 
pulsatile or actually contrapulsatile 
areas. Before seeing the electrocardio- 
gram, I considered most likely the pos- 
sibility that this man who previously 
had a pulmonary embolus developed 
either another embolus or a_ further 
thrombus on this original embolus 
which led to a picture of chronic cor 
pulmonale and, finally, death. However, 
in that case, the electrocardiogram 
should show evidence of right ventricu- 
lar hypertrophy. If this sequence were 
to occur suddenly, the  electrocardio- 
gram would not show these evidences. 
This man began to have trouble eight 
months before his second admission. If 
failure had been developing in this long 
interval, we should expect the develop- 
ment of right ventricular hypertrophy; 
the electrocardiogram is strong evidence 
against this. Left axis deviation with no 
change toward a vertical axis is main- 
tained. Possibly, x-rays will help in this 
dilemma. I would like to see these now. 
RADIOLOGIST: This film is dated April 
22, 1957. We can compare it with the 
last study which was made in July of 
1954 and see that he now has bilateral 
pleural effusion and that the heart size 
has increased appreciably. He now has 
very prominent hilar vascular shadows 








bilaterally, indicating some pulmonary 
congestion. 

DR. SMITH: You mentioned that this x- 
ray is diagnostic of pulmonary conges- 
tion; do you feel that you can separate 
venous from arterial vascular shadows? 
RADIOLOGIST: No. 

DR. SMITH: These go out far to the 
periphery. 

RADIOLOGIST: Yes, and they are also 
rather thick structures and as you will 
notice the over-all perihilar density is 
much more impressive than it was in 
1954. 

DR. SMITH: Which would be against ar- 
terial markings. I am considering the 
sudden development of a left-to-right 
shunt. How would you exclude this pos- 
sibility? 

RADIOLOGIST: When we have a left-to- 
right shunt of any duration, we expect 
to find a much more prominent pulmo- 
nary artery segment. 

DR. SMITH: We have considered the ra- 
diographic findings; so let us turn to the 
physical examination, which can help us 
on occasion. The statement here is that 
the aortic second sound is louder than 
the pulmonic second sound. Most phy- 
siclans mean by this that the combina- 
tion of second sounds heard in the 
aortic area is louder than those heard 
in the pulmonic area; they make no ef- 
fort to separate out these two compon- 
ents, which can usually be done with 
respiratory maneuvers. The statement is 
included that a grade IV systolic mur- 
mur was heard at the apex. This new 
finding should be very helpful; yet, in 
this interval, marked cardiomegaly has 
developed. On physical examination, it 
is also worthwhile to separate systolic 
murmurs into ejection murmurs and re- 
gurgitation murmurs by careful timing. 
Unfortunately, regurgitation murmurs 
comprise a big group which includes in- 
terventricular septal defects and mitral 
and tricuspid insufficiency, all of which 
are possibilities here. Peripheral venous 


distention and pulsations are indicated 
in the protocol. It is unfortunate that 
the clinician did not state what type of 
pulsation was seen because the pulsa- 
tions can be diagnostic. If this were an 
A wave, it would help me greatly in 
making a diagnosis of right ventricular 
hypertrophy as contrasted to a large V 
wave from tricuspid insufficiency. One 
should always make an effort to make 
this separation on physical examination. 

There are many other findings here, 
but I don’t think they are very helpful. 
He did have anemia in 1954 which is 
not explained, but there are no studies 
to elucidate its cause. In essence then, 
I come back to the consideration of 
cardiogenic shock. On the basis of a low 
pulse pressure and a low mean blood 
pressure, little cardiac work is being 
performed; as mentioned previously, 
this could result from the obstruction 
or from a hypodynamic heart. Another 
possibility would be that a myocardial 
infarction resulted in perforation which 
could be in the ventricular septum. If 
it were in the ventricular septum, it is 
common to have a rather rapid exitus 
with a picture of fulminant congestive 
and forward failure. Another possibility 
would be that perforation occurred 
through the myocardium into the peri- 
cardial cavity and produced the picture 
of tamponade. This produces a sudden 
exitus. This man lived at least four days. 
I wish there were more information on 
the murmur but at the present time | 
would consider three possibilities in 
preferred order—first, myocardial in- 
farction with rupture of the interven- 
tricular septum; second, myocardial in- 
farction with tamponade from rupture 
into the pericardial cavity; and, third, 
cor pulmonale from pulmonary embo- 
lus with massive obstruction of the pul- 
monary outflow tract and also coronary 
arteriosclerosis with simple myocardial 
infarction. Other possibilities include 
myocardial infarction with rupture of 
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chordae tendinae, which I can’t separate 
from an interventricular septal defect. 
I mentioned the things which I consider 
of paramount importance on_ physical 
examination in making the differential 
diagnosis. Let me assume that I am still 
presented with this differential problem 
after attention to these points. I would 
prefer to do a pericardial paracentesis 
in this situation using a precordial elec- 
trode on the needle to give electrocardi- 
ographic information of ST elevation 
when the right ventricle is approached. 
I think this makes the procedure rela- 
tively safe. I think such a procedure is 
important because it will allow one to 
make a diagnosis of the only remedial 
disease of these possibilities and allow 
therapy to be instituted. 

DR. ZINNEMAN: Thank you very much, 
Dr. Smith. Before we hear the students’ 
diagnoses, do we have any discussion 
or questions? 
DR. ALEXANDER: 
col, the man’s 
fifteen 
Is that correct? 


According to the proto- 
pain developed approxi- 


mately days before his death 


DR. ZINNEMAN: That is about right. I 


believe one week before he was ad- 
mitted. 
DR. ALEXANDER: It would be about the 


time you would expect a perforation to 
have taken place if it was going to occur. 
DR. ZINNEMAN: That is correct. I might 
add that one of our clinicians made the 
correct diagnosis at the bedside. 

If his initial infarction oc- 
weeks before his death, 
would you expect such a high transam- 
inase level or is it possible to see this 
with acute enlargement of the liver due 


DR. GORDON: 


curred two 


to chronic or acute passive congestion? 
DR. SMITH: I didn’t mention the trans- 
aminase as giving help in the differen- 
tial diagnosis presented here. The fact 
that the transaminase elevation was pre- 
sent long after the episode started would 
indicate that it was not of myocardial 
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origin. The protocol indicated the man 
had failure; in the presence of failure, 
I cannot rely on transaminase values 
unless they show typical rise at twenty- 
four hours and then a quick return to 
normal within three days. ‘This sequence 
was not present here, so I would not 
consider the elevation as indicative of 
myocardial infarction. 
DR. BELL: Do you think he had any car- 
diac failure in 1954? You mentioned he 
had edema of the ankles. 
DR. SMITH: There was insufficient evi- 
dence to make a definite statement. The 
normal electrocardiogram and normal 
cardiac silhouette are strong evidences 
against failure. A distal pulmonary em- 
bolus would rarely develop an electro- 
cardiogram of acute cor pulmonale or 
failure from it. 
DR. HAGEN: Arteriosclerotic heart dis- 
ease was diagnosed by four of the stu- 
dents, two of whom suggested a com- 
bination with coronary heart disease 
and two with myocardial infarction 
Syphilitic aortitis with dissecting aneu- 
rysm leading to myocardial infarction 
was the decision of one student, and one 
suggested subacute bacterial endocardi- 
tis. 

Discussor’s Diagnoses 
1. Myocardial infarction due to coro- 

nary artery insufficiency. 
2. Rupture of the interventricular sep- 

tum. 


So) 


Clinical Diagnosis 


Myocardial infarct. 

Pathologic Discussion 

DR. ‘GLEASON: At autopsy, we found 
that the patient was a relatively small 
man. He weighed 126 lb. and was 5 ft. 
41% in. tall. There was a very small 
amount of free fluid in the abdomen. 
There was 500 cc. of clear fluid in the 
left and 1,000 cc. in the right pleural 
cavity—the usual right-sided predomi- 
nance of pleural fluid not due to 

















FIG. 1. Photograph of anterior descending cor- 
onary artery (left, above) and coronary vein, 


showing extreme narrowing of lumen by athero- 
sclerosis. 


local disease. Only a few milliliters of 
fluid were noted in the pericardial sac, 
but there was a fibrinous pericarditis 
with small plaques, streaks, and gran- 
ules of fibrin. There were also a few 
petechiae on the pericardium. The heart 
itself weighed 400 gm., almost 100 gm. 
too heavy for this man. The anterior 
heart showed a_ bulging myocardial 
aneurysm in the anterior portion of the 
left ventricle. The anterior descending 
coronary artery was practically occlud- 
ed by atherosclerosis (figure I). 

There was a very extensive anterosep- 
tal infarct of the left ventricle and a 
perforation through the interventricular 
septum (figure II). Extensive mural 
thrombosis was seen in both the right 
and left ventricles. To make Dr. Smith’s 
description complete, there was also a 
pulmonary embolus in the artery to the 
B, segment of the right lower lobe. The 
B, segment showed very early infarc- 
tion, probably no more than one day 
old. 

The liver weighed 1,300 gm., about 
normal weight, and grossly was just 
slightly “nutmegged.” The spleen, adre- 
nals, and pancreas were normal. The 
kidneys were paler than usual and 
showed slight pitting of the surfaces. 
There was a mural thrombus in the 
right atrium of the heart, and there 


FIG. U. Photograph of cross section of entire 
heart, viewed from below, with anterior surface 
at top of picture. Anteroseptal infarction and 
anterior septal perforation. 


were also mural thrombi in the veins 
of the prostatic plexus. Microscopic sec- 
tions of the left anterior descending cor- 
onary artery revealed a pin point lumen, 
and we were surprised to find a fresh 
thrombus on the surface of the intima, 
further narrowing the tiny lumen. Sec- 
tions of septum and right ventricle 
showed a very recent myocardial infarc- 
tion and mural thrombosis. 

DR. HUTCHINSON: When you say acute, 
are you talking about two or three 
days’ or two or three weeks’ duration? 
DR. GLEASON: There were large areas of 
infarction compatible with the clinical 
duration of two weeks, but there were 
areas of muscle which “died” only in 
the last few days of life; these were 
only a little more deeply eosinophilic 
staining than normal and were surround- 
ed by polymorphonuclear leukocytes. 
DR. BELL: There are some old scars in 
the muscles somewhere. 

DR. GLEASON: Yes. There was also a mu- 
ral- thrombus in the right atrium which 
was of very recent age. The lungs 
showed only a modest degree of chron- 
ic passive congestion and-a few macro- 
phages with hemosiderin pigment. There 
were also several small pulmonary em- 
boli which could not be identified gross- 
ly. The kidney showed a moderately se- 
vere degree of arteriosclerosis. The liv- 
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er was not striking on gross examina- 
tion, but, microscopically, about two- 
thirds of the center of every lobule had 
become necrotic or atrophic. There re- 
mained only a thin band of normal liver 
cells around the portal areas. This ac- 
counts for the high transaminase levels. 
We feel that this man had a severe dis- 
ease of the anterior descending coro- 
nary artery which may be responsible 
for some of his early failure, and, actu- 
ally, it had led to some myocardial scar- 
ring weeks or months ago. An addition- 
al thrombus on the endothelium of this 
tremendously narrowed artery caused 
an anteroseptal infarct which was so ex- 
tensive that his interventricular septum 
actually perforated. He also had a small 
pulmonary embolus. 

DR. ZINNEMAN: Any word from Dr. 
Smith, such as “I told you so!’’? 

DR. SMITH: I had prepared a scholarly 
dissertation on obstruction of the pul- 
monary artery and chronic failure, but, 
when I saw the electrocardiogram, | 
desisted. 

DR. HUTCHINSON: Would you comment 
on the pain in the left chest? 

DR. SMITH: I think it is explained by 
Dr. Gleason's findings of a peripheral 
pulmonary infarction. 

DR. HALL: We have here a man with 
increasing heart size who developed a 
loud systolic murmur followed by in- 
creasing right heart failure. What do 
you think of the concept of Bernheim’s 
syndrome—that is, right heart failure 
secondary to left ventricular dilation 
and bulging of the septum to the right? 
DR. SMITH: The best evidence against the 
concept of septal displacement has been 
obtained by catheterization. Elevated 
pulmonary arterial pressure is present 
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and there is evidence of severe left heart 
disease with chronic failure as manifes- 


ted by high wedge pressures. There is 
secondarily increased pressure in the 
right heart which ultimately leads to a 
clinical picture which is mainly right 
heart failure instead of encroachment 
upon the right ventricle. That brings up 
one other interesting pathologic study 
which divides patients with hyperten- 
sion into categories of duration. If pa- 
tients expire early in the disease course, 
the left ventricular weights are high and 
the right ventricular weights are low. 
There is an intermediate period when 
the weights are about equal and verv 
late stage when the right ventricle actu- 
ally exceeds the usual ratio. 

DR. GLEASON: I knew the case and the 
diagnosis, but I didn’t read the clinical 
protocol until this morning. After read- 
ing it, I thought, “Dr. Zinneman_ has 
written up the wrong case!” I had ex- 
pected to read of dramatic events near 
the end which would permit the diagno- 
sis, and it wasn’t until I had studied 
the protocol for about twenty minutes 
that I realized that it contained a few 
helpful items. I certainly want to con- 
gratulate Dr. Smith. 


Final Anatomical Diagnoses 

1. Severe atherosclerotic narrowing of 
left anterior descending coronary ar- 
tery with partially occluding throm- 
bosis. 


2. Recent anteroseptal myocardial in- 
farction with perforation of interven- 
tricular septum. 

3. Mural thrombi in left and right ven- 
tricles and right atrium. 

!. Pulmonary emboli and_ infarcts. 


5. Very severe centrilobular atrophy 
(passive congestion) of liver. 








Editorial 





The nature of hypoxia in 


chronic pulmonary disease 


BURGESS L. GORDON, M.D. 


ALBUQUERQUE, NEW MEXICO 


Bee is being revealed increasingly 
in older people a striking frequency 
of chronic pulmonary disease with func- 
tion impairment and progressive disabili- 
ty. The phenomenon is attributed to the 
prolongation of lives of countless pa- 
tients who might have succumbed to the 
acute, specific infections; timely diag- 
nosis and chemotherapy have been given 
well-deserved credit for the accomplish- 
ments. 

A striking aspect of chronic pulmo- 
nary disease has been the impression, be- 
fore examination, that the symptoms 
were associated with asthma, chronic 
bronchitis, and failing heart. It is espe- 
cially interesting that fever, toxemia, 
and undue loss of weight are rarely 
mentioned, except as bouts of intercur- 
rent infection; the studies usually re- 
veal the presence of diffuse processes 
with or without associated localized dis- 
ease. Reduced excursions of the chest 
throughout, but especially over the af- 
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fected side, with contraction or marked 
fibrosis are not uncommon. Dyspnea on 
slight exertion is a striking feature. 

The fundamental disturbance of chro- 
ic pulmonary disease in cases of lon- 
gevity are suggested in Dr. Hurley L. 
Motley’s article, “Studies on the Na- 
ture of Hypoxia With and Without Cya- 
nosis in Chronic Pulmonary Disease” 
which appears in the current issue of 
Geriatrics. Dr. Motley emphasizes that 
the primary factors which are often re- 
lated to obstruction of the broncheolar 
passages interfere with the passage of 
air breathed, thus keeping it from reach- 
ing the alveoli or areas of the lung per- 
fused with blood. With such impair- 
ment, the poorly-ventilated alveoli fa- 
vor a reduction of oxygen tension, al- 
most directly proportional to the lack 
of an adequate movement of air. 

The observations suggest possible steps 
for the control of processes and the re- 
lief of symptoms. It has been observed 
that certain patients with chronic pul- 
monary conditions improve if they are 
“kept on the go” within the limits of 
their physical-physiologic reserve. In- 
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deed, the use of the rocking chair in the 
potentially favorable cases may be a 
“two-way sword”, for, as it tends to pro- 
vide relief from dyspnea through the 
medium of rest, it favors the accentua- 
tion of pulmonary disease. With the re- 
sulting decrease in vital capacity, there 
is an increasing tendency to favor the 
accumulation of secretion, a vicious cy- 
cle that is both aggravating and perpet- 
uating. 

The value of physiologic management 
of the impaired lung is illustrated with 
the results attained through breathing 
exercises, intermittent positive pressure 
breathing treatments, abdominal com- 
pression, and thoracic surgery. The goal 
is to increase pulmonary activity and 
thus to improve gas exchange. Restora- 
tion of pulmonary elasticity may be a 


far cry in prevention and treatment, yet 
there is the possibility for controlling 
the basic developments, facilitating 
bronchial damage, and directly or indi- 
rectly improving the excursions of the 
diaphragm and subsequently of the 
lungs. The first steps of rehabilitation 
begin with a course of graduated exer- 
cises teaching the patient: how to breathe 
with the diaphragm and how to walk 
steadily though slowly on level ground. 
Surgery offers technics for the removal 
of localized processes that interfere with 
pulmonary expansion. 

The basic observation in pulmonary 
physiology, as disclosed in the present 
article, brings to light mechanisms that 
may be invaluable for the better under- 
standing of disturbance in breathing in 
older people. 


Translating research into action 


LOUIS KUPLAN 


SACRAMENTO 


ij Sees is much research now under 
way in geriatrics and gerontology— 
most of it in the anatomic, biologic, and 
clinical aspects of aging. Some research 
is going on in psychology, a little in 
the broad sociologic areas, but far too 
little in the area of social problems. If 
the decade is not to be one of turmoil 
because people are not being helped to 
adjust to retirement intelligently and 
effectively, our researchers must provide 
information for immediate application. 

We all agree on the need for longi- 
tudinal studies, but we also have a most 
urgent need for information to be used 
in meeting today’s problems today. Re- 
searchers must help us to translate cur- 
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rently available data into action as well 
as to develop short-term projects which 
can also be translated into action. 


The Pressure For Action 


The question arises, do we have enough 
knowledge and valid data to do what I 
suggest? I believe we do. I speak from 
the point of view of the administrator 
who, day in and day out, is faced with a 
variety of problems which must be 
dealt with promptly, and with a bar- 
rage of questions and appeals for guid- 
ance which cannot be ignored. Today, 
in our Western society, we have more 
leisure than ever before, yet we are not 
fully prepared for it. The idleness, 
boredom, and frustrations of our old 
people carry a threat to our way of life. 
This is true not only in the United 








States, but also in the nations of wes- 
tern Europe. We must face the fact that 
we are evolving from a work-oriented 
to a leisure-oriented society. There are 
already tremendous pressures upon our 
communities to meet the needs of their 
older citizens and to help them remain 
active in the life of the community. 

I am also concerned with the drive on 
the part of some older people to or- 
ganize themselves into pressure groups. 
Although organization is generally de- 
sirable, in this case it is of questionable 
value, for the ultimate goal appears to 
be a subconscious retaliation for having 
been retired and rejected. One of the 
outstanding examples is in a city of 
24,000 persons with a large proportion 
of retired people. Yet this community 
completely overlooked the needs of its 
older residents, who became frustrated 
and then bitter. The bitterness was 
translated into action when the old peo- 
ple voted themselves into control of the 
local school board. The new board went 
to work with a vengeance and refused 
to permit the rebuilding of the local 
high school which had been condemned 
as an unsafe building. Only then did 
the officials of the community wake up. 
It took them a year to develop a pro- 
gram which gave the old people an un- 
derstanding that they still were active 
and responsible members of the com- 
munity, and only then was the commu- 
nity, as a united group, able to repair 
the damage done to its school program. 


Immediate Problems 


I believe that there are a number of 
things which must be done quickly and 
that we have enough knowledge to do 
them promptly. But the psychologist 
and the social scientist must join the 
administrator in a coordinated effort 
with health authorities and physicians. 

First of all, I think we must rid our- 
selves of the fear of aging and the com- 
mon belief that the aging process leads 


inevitably to senility. We need to know 
whether senility is actually a normal 
concomitant of senescence. 

I had occasion not long ago to confer 
with the editor of a well-known maga- 
zine. I sought his help in offering in- 
formation, through his magazine, which 
could be useful to older persons. At 
first he would not even discuss the sub- 
ject and said that was just so much fool- 
ishness—there was no need to plan for 
the later years. His resistance to the idea 
of old age intrigued me, so I persisted 
in questioning him. Finally he told me. 
He was close to retirement age, and he 
was petrified with fear. He had enough 
money to live on adequately, but he was 
afraid that he would become senile and 
useless and that no one would want to 
have anything to do with him. It was 
an unreasoning fear, but it is typical of 
much of the general attitude toward 
aging. Here I would ask the psycholo- 
gist, “How can we overcome this atti- 
tude?” It is a real one and serves to 
keep many prominent business and pro- 
fessional leaders from supporting our 
work. 

Another important item for consider- 
ation is the meaningful use of our in- 
creasing leisure. How does the industri- 
al worker use it? The white collar work- 
er? The professional? Is its use satis- 
fying to them? These questions must be 
answered effectively if we are not to 
develop a “bread and circus” type of 
society. 

We must know more about the effect 
of leisure. Need one be busy all the 
time? Is activity a deterrent to physical 
and mental deterioration? I have in 
mind discussion with people from the 
Orient who look upon our activities as 
evidence of a frenetic condition. I have 
been asked by Orientals and Europeans, 
“What is wrong with doing nothing?” 
Yet we do know that these older people 
are not happy just sitting. What is the 
answer? 
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Closely related to leisure is the mat- 
ter of education. We must have more 
positive knowledge about the capacity 
of older people to continue learning. 
There is conflicting data, but enough to 
indicate that the stereotype of aging, re- 
garding the ability to learn, is errone- 
ous. Professor Irving Lorge has said 
that a person of 60 can learn as readily 
person of 20. If this is so, how 
can we convince the general public that 
it is not true that “You can’t teach an 
old dog new tricks?” 


as a 


We need newer and better methods of 
testing the capacities of older people. It 
is time that we ceased to use the current 
intelligence tests based on speed. We also 
require help in determining what types 
of educational opportunities should be 
offered to older persons. 

Again, we now have several types of 
housing available to older persons, but 
before we become too involved in hous- 
ing projects which may not meet the 
needs of those who will live there, as 
has happened in certain European coun- 
tries, we must learn what types of living 
arrangements are most satisfying, which 
are not, and why. We must learn to de- 
termine which individuals would bene- 
fit most from congregate living arrange- 
ments and why. We should know why 
some people who have been self-reliant 
most of their lives become completely 
dependent once they enter institutions 
for the aged. 

Communities all over the United 
States are establishing centers for their 
senior citizens. How can we measure the 
effectiveness of the centers func- 
tioning? 


now 


Now we come to one of the most im- 
portant areas in which we need action 
based upon short-term research. This is 
the training of gerontologists—especial- 
ly persons who must understand all as- 
pects of aging because they will work 
as administrators, as coordinators of 
community programs, and as executive 
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officers of governmental agencies on ag- 
ing. We need to determine the content 
of such training and how and where it 
should be given. I suggest short-term re- 
search because we cannot afford to wait 
too long for such data. I could cite ex- 
ample upon example of persons who are 
setting themselves up as experts in ger- 
ontology—some with doctorates from 
mail-order colleges. ‘They are creating 
much confusion and damage that will 
take a long time to remedy. In the mat- 
ter of training, it should be remem- 
bered, as Clark Tibbitts has said, that 
“Research results have to get into the 
minds of action people.” 

The final area of action need lies in 
the study of a community’s senior cit- 
izens done locally by local people. ‘Too 
many communities are conducting sur- 
veys and studies of the needs of their 
older people without the benefit of com- 
petent guidance because of the pressures 
upon them. They must do something, yet 
they have no money with which to hire 
competent surveyors to do the job for 
them. Nor do they have the knowledge 
and talent, in most cases, to do a good 
job themselves. The results are an ac- 
cumulation of “studies” that, at the best, 
are worthless, and, at the worst, do con- 
siderable damage because of invalid 
data and through building up the belief 
in their communities that they know all 
that needs to be known. I would suggest 
that here is a splendid opportunity for 
the social scientists to develop guides 
and criteria which would keep commu- 
nities from making serious mistakes. 


The Costs 


What are these costs of translating re- 
search into action? They are political 
as well as social, fiscal, and human. To 
begin with the last, we must be con- 
cerned with the cost in terms of human 
conservation—the use of abilities and 
capacities of all human beings as long 
as possible without regard to chrono- 








logic age. In the area of fiscal cost, we 
must realize that the longer we wait for 
data from longitudinal research the 
more we must face, in the later years, 
uselessness and discontent which breed 
physical and mental ailments. Too many 
people seem to think that the principal 
cost of old age is the cost of pensions. 
Rejection and inactivity cost us much 
more through expensive care in public 


general hospitals and in state mental 
hospitals. Finally, there is the political 
cost which I have already mentioned. 

Modern society research cannot be an 
end in itself, to be filed away unused; 
it must be translated into action. As val- 
id social and psychologic data are made 
available for use, so will the physician 
have many more resources at his com- 
mand. 


The emotions of an aging man 


WALTER C. ALVAREZ, M.D. 


NE OF THE MOST REMARKABLE MEN 
O who ever lived was Casanova. He 
travelled all over Europe; he knew al- 
most everyone of consequence from kings 
to rogues; he was a queer combination 
of philosopher, scientist, keen observer, 
scamp, cardsharp, and roue; and he 
wrote one of the most interesting and 
most frank of all “lives” that are avail- 
able to us. 

In a letter he wrote after he was 70 
and rather disgusted with his life as a 
pensioner, he described unusually well 
some of the troubles of an old man who 
no longer is attractive to women. 

‘‘Now that I am seventy-two years old, 
I believe myself no longer susceptible of 
such follies. But alas! that is the very 
thing which causes me to be miserable.” 
“T hate old age which offers only what 
I already know, unless I should take up 
a gazette.” “Age has calmed my passions 
by rendering them powerless, but my 
heart has not grown old, and my memory 
has kept all the freshness of youth.” 
“No, I have not forgotten her (Henriet- 
te) ; even now, when my head is covered 
with white hair, the recollection of her 
is a source of happiness to my heart.” 





“Age, that cruel and unavoidable dis 
ease, compels me to be in good health, 
in spite of myself.” “Now that I am but 
the shadow of the once brilliant Casa- 
nova, I love to chatter.’ “Now that age 
has whitened my hair and deadened the 
ardor of my senses, my imagination does 
not take such a high flight, and I think 
differently.” “What embitters my old 
age is that, having a heart as warm as 
ever, I have no longer the strength nec- 
essary to secure a single day as blissful 
as those which I owed to this charming 
girl.” “When I recall these events, I 
grow young again and feel once more 
the delights of youth, despite the long 
years which separate me from that hap- 
py time.” 

“Now that I am getting into my dot- 
age, I look on the dark side of everything. 
I am invited to a wedding and see 
nought but gloom; and, witnessing the 
coronation of Leopold II, at Prague, | 
say to myself, Nolo coronari. Cursed old 
age, thou art only worthy of dwelling in 
hell.” “The longer I live, the more in- 
terest I take in my papers. They are the 
treasure which attaches me to life and 
makes death more hateful still.” 
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The chemistry of lipids 


as related to atherosclerosis 


WALTER C. ALVAREZ, M.D. 


Bhs the chairmanship of Irvine 
H. Page of the Cleveland Clinic, 
several experts recently presented a num- 
ber of splendid papers on the chemistry 
of the lipids as it is related to the devel- 
opment of atherosclerosis. All persons 
who are doing research in this field will 
be much indebted to the committee, 
which was headed by Drs. Irvine H. 
Page, Herbert E. Carter and A. L. Lehn- 
inger. 

As Dr. Page says, for years there was 
mighty little interest in the chemistry of 
the blood and tissue lipids, but lately 
great interest has developed in the sub- 
ject, and much chemical work has been 
done with the newer technics. 

In the introduction, Dr. Page points 
out that it is unfortunate, but, as yet, 
not enough definite knowledge is avail- 
able to indicate that physicians are justi- 
fied in ordering drastic changes in the 
diets of their patients. Authorities are 
not at all in agreement as to the observa- 
tions made in regard to the positive cor- 
relation between the low fat diet of the 
Bantus in Africa or of some Japanese 
and the low incidence of coronary heart 
disease among them. It may well be that 
the quality of fat in the diet is import- 
ant, but other factors may be even more 
significant. 

On page 9 Dr. Page said, “It is mean 
to have to point out what every investi- 
gator really knows, namely, that it re- 
mains to be proved that long-term ad- 
ministration of a diet in which the usual 
10 per cent fat calories is reduced to 25 
per cent will elicit a significant and 
lasting reduction of plasma lipid levels, 
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and as a result, a reduction of the inci- 
dence of atherosclerosis and heart at- 
tacks consequent thereon. While one 
may, with justification, exhibit healthy 
skepticism, it remains that the experi- 
ment has yet to be convincingly done.” 

Dr. Page went on to say that the pres- 
sure on physicians for a curative diet is 
so great that, in the absence of knowl- 
edge, stringent restrictions are placed on 
the eating of many patients. And the 
American public loved this. Millions 
of people believe that disease can best 
be cured by diet, and for a time they will 
joyfully espouse any dietary suggestions 
that are handed to them. Proof of this is 
to be found in their willingness to spend 
large sums for supposedly miraculous 
blackstrap molasses, Hay diets, quack 
diets for arthritis, remedies for ‘tired 
blood,” and a host of other dietary oddi- 
ties. 

According to Dr. Page, it probably is 
a good thing to cut down on the amount 
of fat in the diet, and there is some evi- 
dence that it is wise to use vegetable fats 
instead of animal fats. Like other chem- 
ists, he feels there is no justification for 
putting people on a low cholesterol diet. 
The body can manufacture all the cho- 
lesterol it wants and sometimes much 
more than it needs. Some of us have 
seen persons with yellow patches around 
their eyes and a blood cholesterol of 600 
or 700 mg. 

As Page says, the administration of 
substances such as sitosterol may lower 
the blood cholesterol from 5 to 15 per 
cent, but who knows whether this would 
do the patient any good? 











Recently, for a period, there was great 
excitement about the use of safflower 
oil, but the other day I read a paper 
saying that if this works at all, it may 
work for only a few weeks or a month. 
Dr. Page points out in this new book 
that what happens to a person’s blood 
lipids and blood cholesterol is not de- 
termined only by the amount of fat he 
takes, or the type of fat he takes, but by 
his bodily reactions to the fat. As many 
observers have found, some persons with 
atherosclerosis and high blood choles- 
terol show no demonstrable change in 


their body chemistry after following a 
strict diet. The only fortunate aspect to 
the subject is that now many excellent 
chemists are at work on the problem. 

Another excellent review of much of 
our chemical knowledge in this field is 
to be found in the volume, “Cholesterol, 
Biochemistry, and Pathology,” edited 
by Robert P. Cook of the University of 
St. Andrews, Queens College, Dundee, 
Scotland (Academic Press, New York, 
1958). This is another large book com- 
prised of articles by experts in the sever- 
al departments of the field. 


Old age looks at itself 


WALTER C. ALVAREZ, M.D. 


ARGERY BUCKE, Of the National Old 

People’s Welfare Council of Lon- 
don, sends us a paper given by Miss 
Margery Fry at the International Geron- 
tological Congress in London in 1954. 
It has since been widely published, in 
two printings. With its poetic charm, its 
clarity of vision, and its good sense, 
this is a remarkable address, especially 
for a woman of 80. Following the con- 
cept of Professor Raymond Pearl, she 
ascribes her longevity to the fact that 
the joint ages of her parents add up to 
188 years, and the joint ages of their five 
surviving children add up to 417 years. 
Three of these siblings have ages that 
add up to 262 years, and they are all 
physically and mentally fit. 

Miss Fry quotes some of the poetry 
of Po Chu-i, the Chinese poet, who 
lived in the ninth century and whose 
work has been translated by Arthur 
Waley. She says that Po Chu-i surprises 
us by his knowledge of the inner life of 
the elderly person. Some 1100 years ago 
he wrote, 


They have put my bed beside the unpainted 
screen; 

They have shifted my stove in front of the 
blue curtain. 

I listen to my grandchildren reading me a 
book; 

I watch the servants heating up my soup. 

With rapid pencil I answer the poems of 
friends, 

I feel in my pockets and pull out medicine 
money. 

When this superintendence of trifling af- 
fairs is done 

I lie back on my pillows and sleep with my 
face to the South. 


At night I dreamt I stoutly climbed the hills, 

Going out alone with my staff of holly 
wood ... 

In the day my feet are palsied and tottering; 

In the night my steps go striding over the 


hills. 


Miss Fry says, “I suppose one of the 
main difficulties of planning for the 
care of the aged is to respect their per- 
sonalities. As the limits of self-deter- 
mination grow narrower, the aging per- 
son clings more anxiously to what re- 
mains. Young people who have out- 
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grown a stormy childhood will tell you 
that the rock on which their good be- 
havior came to shipwreck was constant- 
ly the irritation at having decisions 
about themselves made over their heads. 
To the old, too, choice is a precious pre- 
rogative.” 

And yet, how sad it is that old people 
are so often treated like idiots or chil- 
dren or nonentities by their children 
and others. They get scolded and told 
what to do and what not to do. So often 
the old man feels like saying to his chil- 
dren, “Wait a minute; remember that 
I managed to take care of my affairs 
quite successfully for some sixty years 
before you came along to tell me what 
I should do and not do.” 

As Miss Fry says, “It is this sensitive 
claim to retain one’s personality, even 
when physical self-determination is lim- 
ited, which makes it so essential, in 
homes for old people, to allow for sin- 
gle rooms—even the smallest slip of a 
room—where a few of those possessions 
which are, as it were, almost an exten- 
sion of themselves, can be housed, and 
where they can fully be themselves. In 
a sense, our intimate possessions are a 
part of ourselves. For the old our false 
teeth and spectacles are very nearly parts 
of our body, and things which we con- 
stantly use and handle are impregnated 
with our personality. This is especially 
true of those whose possessions are few. 
To take them away from an old person 
is to diminish his very being. He must 
have somewhere to himself.” 

So often, when grown children ask 
me what to do with their aged mother, 
whether or not they should take her out 
of the big old home, I say, “If possible, 
leave Mother where she has lived for so 
long; she will be happiest there.” 

As Miss Fry says, “As we grow in age 
the day comes when we are surprised to 
realize that we are old. We somehow 
never before could realize that this 
could happen to us—that we would come 
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to suffer slowness, forgetfulness, feeble 
knees, loss of words, failing sight o 
dimmer hearing, sleepiness when we 
should be awake, and wakefulness when 
we should be asleep. “Such things are of 
those we knew, but knew externally.” 
“We foreknew, of course, like everyone 
else, that those who live to be old must 
suffer these effects of age, but we could 
not (to coin a much needed word) fore- 
feel them.” 

There are many unamiable qualities 
that can develop in us as we age—“‘testi- 
ness, avarice, dominance, insufferable 
boringness, and an arid censoriousness, 
none of which perhaps we ever can quite 
recognize in ourselves, though in our 
contemporaries we see them well 
enough.”” Let us hope that these traits 
are not inevitable in our particular case. 

As another poet has said, 





Crabbed Age and Youth cannot live to 
gether: 

Youth is full of pleasance, age is full of care; 

Youth like summer morn, age like winter 
weather, 

Youth like summer brave, age like winter 
bare: 

Youth is full of sport, age’s breath is short; 

Youth is nimble, age is lame: 

Youth is hot and bold, 

Age is weak and cold, 

Youth is wild, and age is tame; 

Age, I do abhor thee; Youth, I do adore thee. 


After all, the greatest usefulness of 
many old people is in a heart kept young. 
“For children and for more adolescents 
than is always realized, a sympathetic 
listener may be a much-needed help; but 
if we are to fulfil this, the noblest func- 
tion of old age, we have to master our 
natural garrulity, and the desire to talk 
about ourselves. 

“Of all the pleasures of old age none 
is more delightful than the friendship 
of youth.” “Old people are wanted some- 
times but not always.” “Here is one of 
the skills which old age must still be 
learning, neither to withdraw (too com- 
pletely) nor to impose oneself too much. 











































“Loneliness is one of the saddest af- 
flictions of age, and there are all too 
many who suffer it; but for those who 
are blessed with it the supreme pleasure 
of age is friendship. 

“Poverty, painful at all times, is bitter 
indeed when it magnifies the troubles 
of old age.” 


Let us oldsters all be like Montaigne 
who, some three-hundred-fifty years ago, 
said: “I would have a man to be doing, 
and to prolong his life’s offices as much 
as lieth in him, and let death seize upon 
me whilst I am setting my cabiges, care- 
less of her dart, but more of my unper- 
fect garden.” 


Why does an old person fail in health? 


WALTER C. 


Se OF THE PROBLEMS that requires 
all the skill of a mature diagnos- 
tician is that of the elderly person who 
begins to fail in health and to lose 
energy and his usual sense of well-being. 
Often, there is some dizziness, perhaps 
with noises, some loss of strength in the 
legs, poor sleep, possibly some difficulty 
in taking in what is read, perhaps some 
feeling of toxicity, a feeling of distress- 
ing fatigue, or perhaps an increased ir- 
ritability and great impatience with peo- 
ple. 

There is nothing in such a history to 
show whether the pathologic process is 
all in the brain or all in the body below 
the neck. The physician who is wise in 
the ways of the aged will ask if there 
has been anything like a little stroke, 
with a brief attack of dizziness, woozi- 
ness, or nausea. He will inquire whether 
there was a little shock, with some numb- 
ness in an arm or leg, slight clumsiness 
in one hand, a feeling of rubbery legs, 
numbness in one side of the tongue, 
some difficulty in swallowing, an aphasia 
for a few minutes, or a rending pain in 
the chest or the abdomen. Sometimes an 
intelligent oldster says, “Yes,” that he had 
a peculiar spell which frightened him 
and worried him and made him wonder, 
at the time, if he was having a stroke. 


ALVAREZ, M.D. 


Commonly, after the old person’s ex- 
amination is finished, it is hard to say 
what is wrong with him and why he 
feels below par. In all such cases, the 
conscientious physician will not spend 
all his time making tests; he will spend 
some time talking to the patient to learn 
of his mental, social, environmental, and 
financial problems and to size up his 
mental status. 

Of course, the physician will wonder 
if there has been some increase in the 
severity of the person’s cerebral arterio- 
sclerosis, or, in some cases, he will won- 
der if the patient is headed for a certain 
amount of senescent psychosis, if a can- 
cer is growing somewhere, or if there is 
an unrecognized heart attack with throm- 
bosis of a small artery. Perhaps, if his 
patient is an old widower who has been 
cooking for himself, he will wonder if 
the fellow has had an adequate diet. 

Often, careful physical, laboratory, 
and x-ray studies will fail to show any- 
thing definite. There will probably be 
some abnormalities in the electrocardio- 
gram, but often it is hard to say whether 
they mean much or whether they have 
anything to do with the patient’s feeling 
of fatigue. One may find an achlorhydria 
in the stomach, but that may well be 
like the man’s bald head—an atrophy 
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that is normal for the person’s age. The 
doctor may find that some reflexes are 
weak or lost, but that, also, is probably 
normal. Although there may be a little 
failing of sight or hearing, this is not 
surprising in a man of 75 or 80. There 
is probably some arthritis, but that may 
not be causing anything more than some 
stiffness and soreness. A moderate in- 
crease in blood pressure, especially in a 
woman, should be ignored and treated 
as almost normal. The doctor may won- 
der if the old person’s glands of internal 
secretion are all working well enough, 
but that is hard to determine. When one 
sees how keen and wide-awake and 
merry some old people are, one much 
doubts if a “man is as old as his glands.” 

One of the best things that gerontolo- 
gists can do today is to try to establish 
limits of normal for results of the vari- 
ous tests, as they change in old people. 
Certainly, levels for a number of chemi- 
cals in the blood are different in the 
aged from what they are in young people. 





One of the things that I try to keep 
in mind when studying old people is 
that, at hundreds of postmortems, I 
have been surprised to find that a pa- 
tient of mine who had apparently died 
of cardiac failure, a stroke, or hyperten- 
sion had not only one, but two separate 
cancers in his body and, more surprising 
yet, had active tuberculosis in his lungs. 
When elderly persons are greatly weak- 
ened, as by the slow growth of a cancer, 
their old tuberculosis, although well 
healed in youth, can break open, and 
some of the nodules can show activity 
again. 

Obviously, today, there isn’t much 
that the physician could do for his elder- 
ly patient if he knew he had a cancer 
and some active tuberculosis; however, 
probably within a few years, more can 
be done for such persons, and then it 
will be important for the attending phy- 
sician to remember always that such 
terminal diseases are occasionally found 
at necropsies. 


A COMBINATION OF LEADS |, aVF, and V; or aVR, 3, and V; will select 
approximately 95 per cent of the patients with heart disease and can, 
therefore, be used as a short cut over the standard 12-lead for electro- 


cardiographic screening. 


In 210 patients with known abnormal tracings, 307 12-lead electro- 
cardiograms were analyzed. Abnormalities were found in single leads 
in descending order of frequency as follows: V;, 247; Vg», 242; aVR, 
191; lead 1, 180; V4, 177; lead 2, 159; Vo, 148; aVF, 143; V3, 137; V3, 
122; lead 3, 97; and aVL, 62. In lead V;, the lead showing the greatest 
number of electrocardiographic abnormalities, only 80 per cent of the 
tracings were classified as abnormal. The combination of the three 


limb leads, lead Vy, and lead V 


; selected 300 of the 307 records. Atrial 


fibrillation, atrial flutter, other arrhythmias, and defective intraventric- 
ular conduction can be detected in any lead, but such defects occur 


in relatively few patients. 


While combinations of as few as three electrocardiographic leads 
will effectively screen up to 95 per cent of people with abnormal elec- 
trocardiograms, the three leads will not always establish a diagnosis 
nor will they serve to evaluate false-positives in normal persons. 


W. A. SODEMAN and J .T. 


screening. J.A.M.A. 167: 308-310, 1958. 
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LOGUE: Evaluation of selected leads in electrocardiographic 
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All books intended for review and all correspond- 
ence relating to this department should be sent 
to Book Editor, Geriatrics, 84 South Tenth 
Street, Minneapolis 3, Minnesota. 


Human Protein Requirements and 
Their Fulfilment in Practice 


J. C. WATERLOW and JOAN M. L. STEPHEN, 

editors, 1957. Proceedings of a Conference 

in Princeton, New Jersey, in 1955, which 
was sponsored jointly by the Food and 

Agriculture Organization of the United 

Nations, the World Health Organization, 

and the Josiah Macy Jr. Foundation, New 

York. New York: Columbia University 

Press. 193 pages. $2.00. 

This book serves the very useful purpose 
of assembling resumés of the newer knowl- 
edge and opinion on the important but 
shadowy subject of human protein require- 
ments. In the words of the editors, “In do- 
ing so [assembling the information] it makes 
only too clear the gaps in the evidence, the 
conflicts and cross-currents of opinion and 
the problems which remain to be solved.” 

There were 29 participants at this in- 
ternational conference. The group from the 
United States was comprised primarily of 
theorists and experimentalists. 

In the first session, attempts were made to 
define the protein needs of adults in terms 
of specific amino acid needs. Dr. Rose’s 
presentation of his now well-known ex- 
periments with mixtures of 8 “essential 
amino acids” reveals that nitrogen equilibri- 
um in young adults can be maintained for a 
short time on a daily intake of 3.5 gm. or 
less of total nitrogen in a diet providing 
some 4,000 calories. This low nitrogen value 
approximates the endogenous nitrogen mini- 
mum for man reported by the early workers 
at the turn of the century. This concordance 
suggests that the nitrogen minimum can be 
met by an amino acid mixture or an equiva- 
lent amount of whole protein nitrogen as 
accomplished fifty or more years ago by 
Rubner, Thomas, and others. In this frame 
of reference, the nutritional significance of 
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Rose’s figures elicits much semantic play 
with the qualifying terms: minimum, mini- 
mum adequate, adequate, good, normal, 
optimal, and physiologic. To this reviewer, 
survival minimums seems the most descrip- 
tive term. 

In an attempt at clarification, Dr. Rose 
states, “The [amino acid] values I have 
chosen to refer to as safe intakes [double the 
highest found experimentally] would not 
allow too much for regeneration purposes, if 
the individual were already depleted.” Dr. 
Elvehjem, whose experience has been mostly 
with growth in animals, declares, “I am not 
afraid of minimum intakes, if they are ade- 
quate and I think adequate and optimal 
are the same thing.” 

The confusion which prevails with respect 
to the protein and amino acid needs of 
adults grows greater as the conferees under- 
take a discussion of the nitrogen require- 
ments of young children. The difficulties 
stem primarily from metabolic interpreta- 
tions of the nitrogen retention which per- 
sists in young infants in the face of experi- 
mentally induced specific amino acid de- 
ficiencies and milk protein privation. Dr. 
Gyorgy points up the absurdity when he 
notes that his associates have maintained in- 
fants in nitrogen balance on intakes of 0.6 
gm. of cow’s milk protein per kilogram per 
day—about one-sixth the amount currently 
recommended by the National Research 
Council. 

The insistence by some participants that 
1.5 to 2.0 gm. of milk proteins per kilogram 
per day be considered an adequate intake 
for infants constitutes a dangerous disre- 
gard of the exact studies by Jeans and 
Stearns, Levine and Gordon, and many 
others. This attitude arises from an effort 
to solve at one stroke the dual problem of 
establishing a norm for protein needs of 
infants and of determining prophylaxis min- 
ima for protein malnutrition in economical- 
ly underdeveloped areas. The poorly docu- 
mented attempts to equate these two de- 
siderata are confuted by the observation 
that kwashiorkor occurs in many areas where 
breast milk protein intake ranges from 1.0 to 
1.5 gm. per kilogram per day. Under these 
circumstances, and in the absence of ob- 
jective findings, it would seem unjust to 
seek a reduction in the present allowances 
recommended by the National Research 
Council. 

Practical measures to increase protein in- 
(Continued on page 824A) 
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A tablespoonful of Supplifort Elixir 
two or three times daily, with meals, 
supplies therapeutic levels of eight 
important B vitamins to correct 
dietary inadequacies, stimulate appetite 
and promote protein metabolism. In 
addition, the lysine in Supplifort 
Elixir raises the biologic value of low 
quality cereal protein to that of muscle 
protein. Methionine, calcium, iron, 
and essential trace elements contribute 
to the over-all beneficial effect. Start 
Supplifort as early in middle life as 
possible to assure greater health, activity, 


and productivity for the senior years. 
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Book Reviews 


(Continued from page 80A) 


take and to improve protein quality are 
discussed at considerable length. The scope 
of the problem is limited to exploring com- 
plementary enrichment of locally available 
protein foods. Unfortunately, most of the 
mixtures tried have proved to be toxic, too 
expensive, or poorly accepted. Standardiza- 
tion of testing procedures of such products 
was considered and found by some to im- 
pose undue delay in the control of the pro- 
tein malnutrition problem. It is the con- 
sensus of the from areas where 
protein malnutrition is endemic that the 
dietary defects of the culprit, vegetable pro- 
tein food, are due primarily to the lack or 
biologic unavailability of lysine, threonine, 
or the sulfur This reviewer 
hopes that improvements in the 
economics of synthetic amino acid produc- 


conferees 


amino acids. 


recent 


tion will soon be brought to bear on these 
problems. 

To conclude, this book should be studied 
by every serious student and investigator in 
the field of nutrition affords an 
incomparable vista of challenging research 
opportunities. Despite the skillful efforts of 
the editors, the book does not read easily. 


because it 


Conference reports are to be studied, not 
read. For those with limited time, who will 
be satisfied with a bird’s-eye view of the 
subject, a thoughtful reading of the well 
prepared summaries is highly recommended. 
ANTHONY A. ALBANESE, PH.D. 

Greenwich, Connecticut 


Abdominal Operations by the 
Vaginal Route 

PAUL WERNER, M. D., and 
1958. 


M. D. Philadelphia: J. B. Lippincott Com- 


JULIUS SEDERL, 
M. D., Translation by L. M. SZAMEK, 


pany. Illustrated. 165 pages. $9. 


This book, which gives a comprehensive 
description of all vaginal operating proce- 
dures, should be used by men who are 
practicing gynecology and who want to vis- 
ualize quickly some of the steps which they 
may take as they operate. Its teaching, how- 
that of American gynecologists, 
and a great many of the statements that are 


made do not 


ever, is not 


agree with those of American 


practitioners. 
The logitudinal incision in the anterior 
vaginal wall that is advocated by the au 
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thors in almost all of their vaginal proce- 
dures is questionable in that it exposes the 
bladder wall to considerable trauma as it is 
retracted and dealt with in various ways. 
The illustrations, 
all based upon a patient with cystocele, 
rectocele, and a very obtuse pubic arch. In 
practice in America, one seldom has a_ pa- 
tient of that type, but the illustrations are 
excellent and do help one to visualize each 
step of each procedure. 

The state that when adherent 
adnexa are involved, the uterus can in some 
cases be divided logitudinally and the ad- 
nexa dealt with one side at a time. Gauze 
drains are advocated in a number of cases, 
and, on pages 74 to 77, the Logothetopulos 
tampon is illustrated. It is quite possible 
that these statements constitute a hangover 
from the past, because I am sure that no 
such procedure is used anywhere in this 


also, seem to be almost 


authors 


country today. 

Another chapter that should not be used 
for teaching purposes is the one that claims 
that defundation of the uterus can be done 
through the vagina. One gets the impres- 
sion that it is advocated and even recom- 
mended, but, for many years now, total 
hysterectomy has been taught in this coun- 
try and I am sure will continue to be. 

The state that “We never 
have experienced any disadvantage with the 
resection of the uterus body. According to 
our experience the appearance of malig- 
nancy in the stump of the cervix is not 
more frequent than in the upper third of 
the vagina following a total hysterectomy.” 


authors also 


Reference is then made to a statistic com- 
piled by Dr. E. Maier (Radiologic Austriaca 
2:200, 1949). They then go on to say that 
defundation can be performed by bringing 
the fundus out through the incision in the 
anterior vaginal wall and then allowing the 
operative field to drop back into the peri- 
toneal cavity, thus leaving the cervical 
stump and a small portion of the lower 
uterine segment. They advocate using this 
procedure on women approaching the men- 
None of these things are looked 
upon with any favor in the United States 
today and will never be permitted in a 
well run hospital. 

One chapter deals with the removal of 
ovarian cysts through the vagina, including 
even cysts reaching to or beyond the um- 
bilicus. An attempt is made to empty some 
and bring the collapsed sac out 

(Continued on page 85A) 
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Control tremor and rigidity 


In Parkinsonism Parsidol has proved outstandingly effective for controlling tremor and 
muscular rigidity, the principal impairments in this disease.1, 2 


With Parsidol most patients show rapid, even dramatic improvement—both in major symptoms 
and in gait, posture, balance and speech. Side effects are minimal. Parsidol is compatible with 
all other antiparkinsonian drugs and its effectiveness may even be increased in combination or 
rotation with such preparations as atropine and dextroamphetamine.3 Parsidol improves the 


patient’s emotional perspective, promotes a more optimistic outlook as physical coordination 
and dexterity return. 


Most patients can be controlled with a maintenance dosage of 50 mg. four times daily. How- 
ever, more severe Cases may require up to 600 mg. daily, a dosage level ordinarily well tolerated. 


References: 1. Doshay, L. J.; Constable, K. and Agate, F. J., Jr.: J.A.M.A. 160:348 (Feb.) 1956. 2. Berris, H.: J.-Lancet 74:245 
(July) 1954. 3. Timberlake, W. H. and Schwab, R. S.: N. Eng. J. Med. 247:98 (July 17) 1952. 


PARSIDOL 


hydrochloride 


WARNER -CHILCOTT 


Above and right are action pictures, taken 
from a Warner-Chilcott film study, of a 
parkinsonian patient before and after initia- 
tien of Parsidol therapy for major tremor. 











the hypertension 
and the psychic tension 


Now... 
control both 


for fuller patient benefits 


When you prescribe EQUALYSEN for es- 
sential hypertension, your patient bene- 
fits from both objective and subjective 
relief. Through control of both vascular 
andemotional factors, EQUALYSEN lowers 
blood pressure, induces remission of 
hypertensive manifestations, relieves 
mental and muscular tensions. The bene- 
fits of ganglionic blockade are increased 
by the concurrent relief of psychic stress, 
and dosage of the blocking agent may 
be reduced in many patients. Your elder- 
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through the vaginal incision. The principle 
that governs all surgery as a rule is the 
welfare of the patient, and I am sure that 
we will not permit gynecologic surgeons to 
attempt removal of ovarian cysts vaginally. 
I doubt very much if any hospital would 
permit it if for no other reason than be- 
cause of the Accreditation Committee. 

Three chapters are devoted to work that 
can be done vaginally and is being done 
vaginally successfully all over this 
country—namely, ligation of tubes in ec- 
topic pregnancy and the interposition op- 
eration in some cases of vesicovaginal fistula. 
With proper incision, visualization, and in- 
strumentation, an ectopic pregnancy may at 
times almost protrude through the _poste- 
rior vaginal incision, and, in such cases, it 
should be removed vaginally. Tubes may 
also be ligated quite successfully through 
a vaginal incision, either anterior or poste- 


very 


rior, depending upon the position, size, and 
mobility of the uterus. 

This is an excellent book from the stand- 
point of its illustrations and should be in 
every medical library. Its teaching, however, 
should be tolerated but not advocated in 
its entirety. 

CHARLES E. GALLOWAY, M. D. 
Evanston, Illinois 


Office Gastroenterology 
ALBERT F. R. ANDRESEN, M. D., 1958. Phila- 
delphia: W. B. Saunders Company. Illus- 
trated. 707 pages. $14. 

The observation has been made that one- 
fourth of all patients who present them- 
selves in the doctor’s office and are ultimate- 
ly admitted to a general hospital have com- 
plaints referable to their gastrointestinal 
tract. It is the author’s intention to present 
a practical monograph of gastroenterology, 
utilizing information drawn from his own 
wealth of experience, analyzed and written 
for the busy practitioner. Hence, the title 
is accurate and descriptive. 

The book is divided into three sections, 
the first of which contains generalizations 
on the approach to diagnosis based on the 
pathologic physiology of symptomatology 
and the various forms of therapy which are 
available. The second section deals with 
diseases affecting the entire gastrointestinal 


tract, under which general symptomatology, 
food poisoning, gastrointestinal allergy, col- 
lagen diseases, nutritional disturbances, 
congenital and developmental anomalies, 
cancer, psychosomatic disturbances, and 
parasitic infestations are considered. The 
allergy section seems disproportionately 
long and detailed, although it is an aspect 
of gastroenterology to which the author has 
devoted many years of thought and study. 
Diseases of specific parts of the digestive 
system are covered in the third section fol- 
lowing brief discussions of anatomy, phys- 
iology, and symptomatology. 

Dr. Andresen’s enthusiasm for focal in- 
fection as a significant factor in the etiology 
of peptic ulcer and his advocating the rou- 
tine eradication of such foci as anal cryp- 
titis in the general management of peptic 
ulcer might not be considered as important 
by others interested in ulcer management. 
Throughout, however, he rightfully insists 
on adhering to well-documented and physi- 
ologically sound principles of management 
as opposed to indiscriminate use of drugs. 
The dietary aspects of gastrointestinal man- 
agement are particularly well discussed by 
the author. 

Manifestations of generalized disease in- 
volving the gastrointestinal tract and gas- 
trointestinal disturbances secondary to car- 
diovascular, respiratory, and genitourinary 
disease are covered in the final section. 

Although the presentation of a text under 
the name of a single individual permits a 
personal approach and outlook and an au- 
thority not found in volumes having num- 
erous, loosely supervised contributors, it 
must of necessity suffer certain disadvan- 
tages. Any attempt to cover in a single 
volume all disturbances in gastroenterology 
inevitably means that either comprehen- 
siveness or details must necessarily be cur- 
tailed to some degree and that certain as- 
pects will receive casual mention. In gen- 
eral, “however, the more important clinical 
conditions are well covered from the stand- 
point of diagnosis and treatment. The illus- 
trations are sharp, graphic, detailed, and 
well captioned. Since the volume is not in- 
tended primarily as a reference work, there 
is no separate detailed bibliography. This 
book is recommended for the general 
practitioner. 

DAVID CAYER, M. D. 
Winston-Salem, North Carolina 
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There Is an Answer To Cancer 
LEONARD B. GOLDMAN, M.D., 1958. New 
York: Harper & Brothers. 178 pages. $3.50. 
This is one of the best books for laymen on 
cancer prevention and treatment that I have 
seen. It is well written by a man who has 
had twenty-five years’ experience in radio- 
therapy. There is a splendid appendix listing 
the cancer prevention clinics scattered 
throughout the United States. On page 22, 
there is an excellent description of the sort 
of examination that should be given to rule 
out cancer. 
WALTER C. ALVAREZ, M.D. 


Mechanisms of Hypertension: With 

a Consideration of Atherosclerosis 
HENRY A. SCHROEDER, M. D., 
field: Charles C Thomas. 


The book is a comprehensive review of 


iis aie 
1957. Spring- 
362 pages. $9. 


various phases of laboratory and clinical in- 
vestigation of hypertension, with particular 
emphasis on biochemical aspects. It is to 
the author’s credit that he has attempted 
experimental 
evidence at hand. If any error exists, it is 
that he has around 
preconceived concepts rather than on ob- 
jective consideration of the entire field. He 
frequently cites observations of 


to construct hypotheses on 


built his conclusions 


those in- 
vestigators whose work supports his own 
concepts and ignores the work of equally 
good investigators whose observations do 
concepts. Furthermore, 
much unproved theoretical information is 


presented as factual. 


not support his 


This is not a book for the average prac- 
titioner of medicine with only working in- 
terest in hypertension. Rather, it is a book 
that should be investigators and 
clinicians who have major interest in the 


read by 


field of hypertension. 
JOHN H. MOYER, M. D. 
Philadelphia, Pennsylvania 


Signs and Symptoms 


CYRIL M. MACBRYDE, M. D., editor, 1957. 
Philadelphia: J. B. Lippincott Company. 
Third edition. Illustrated. 973 pages. $12. 

Numerous authors have participated in 

writing this book, which is reflected in the 

type of information presented. In some sec- 
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tions, the material is presented in a very 
basic manner with emphasis on fundamen- 
tal mechanisms whereas, in other areas, the 
presentation is an empirical, clinical con- 
cept. 

The book employs a learned approach 
to the symptomatology. I doubt that the 
reader will find the volume _ particularly 
useful as a quick reference for a specific 
problem. Rather, it is the type of book that 
the scholar of medicine will read to in- 
crease his diagnostic proficiency much as he 
would approach a postgraduate course on 
this subject. 

The book is an excellent source of ma- 
terial for the intern and particularly for 
the resident in internal medicine. It will be 
of considerable value to these trainees for 
developing their diagnostic proficiency. The 
symptoms that are most often presented 
by the patient are discussed, and considera- 
tion is given to the frequency of the symp- 
toms and their relationship to various dis- 
and to mechanisms in 
the production of different symptoms and 
signs. 


ease entities basic 


JOHN H. MOYER, M. D. 
Philadelphia, Pennsylvania 


Gastrointestinal Obstruction 


MEYER O. CANTOR, M. D., and ROLAND P. 
REYNOLDS, M. D., 1957. Baltimore: Wil- 
liams & Wilkins Company. Illustrated. 


565 pages. $18. 
This volume represents a comprehensive re- 
view of the diagnosis and management of 
intestinal obstruction. It is consistent that 
a reference work of this magnitude should 
not neglect historic considerations, and 
these are well covered at the beginning of 
the book as well as appropriately through- 
out the volume. The anatomy, embryology, 
and physiology of the digestive tract are 
reviewed in a clear, concise fashion, follow- 
ing. which there is a consideration of con- 
genital, inflammatory, neuromuscular, me- 
chanical, and neoplastic obstructions at all 
levels in the digestive tract from esophagus 
to anus. The physiologic peculiarities of 
each as well as obstruction in special cir- 
cumstances, such as in pregnancy, in child- 
hood, and in the aged, receive special con- 
sideration. There is detailed discussion of 
preoperative management, fluid and _ elec- 
trolyte therapy, use of antibacterial agents, 
anesthesia, nursing technics, and available 
(Continued on page 89A) 
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surgical procedures. Much of the material 
is in table form. 

As a resalt of its tremendous impact on 
the mortalicy in intestinal obstruction, in- 
tubation is prescribed almost routinely for 
any patient in whom the diagnosis of ob- 
struction is suspected, and it is used as a 
preoperative precaution when _ gastrointes- 
tinal surgery is contemplated. Unfortunate- 
ly, the precise indications for intubation, 
the choice of the proper tube, the technic 
of intubation, and the contraindications 
and harmful sequelae of prolonged intuba- 
tion are not as generally well known as 
they should be, and the detailed section on 
gastrointestinal intubation will be of tre- 
mendous value to many readers who have 
been using gastrointestinal decompression 
in a casual fashion for years. 

There is some repetition of material be- 
cause of the many categories under which 
the subject is discussed. The medical as- 
pects of obstruction are effectively cor- 
related with radiology and surgery. The 
text is well arranged and very readable. 
The 415 illustrations, which include draw- 
ings, photographs of both gross and micro- 
scopic material, and reproductions of x-ray 
films, are clear, diagrammatic, and well 
captioned. 

The occurrence of intestinal obstruction 
at all ages with a persistently high mortal- 
ity despite advances in diagnosis, manage- 
ment, antibiotics, and fluid replacement 
technics will make this book valuable as an 
information source for medical students 
and for all practicing physicians. 

DAVID CAYER, M. D. 
Winston-Salem, North Carolina 


New Pamphlets Available 

“Toward Independent Living for Older Peo- 
ple,” a 40-page report on housing and com- 
munity services, was prepared by the Com- 
mittee on Housing for Older People, a joint 
working group of the Philadelphia Housing 
Association and the Health and Welfare 
Council’s Division on the Aging. This valu- 
able study was undertaken initially at the 
request of the Philadelphia Housing Author- 
ity and was then expanded to consider non- 
profit and commercial housing. It summarizes 

(Continued on page 90A) 
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the findings and recommendations of the 
Committee in regard to the shelter needs of 
the great majority of aging people—those 
who, given well-planned and suitable accom- 
modations, at modest rentals, are able to 
live independently and take care of them- 
selves. 

The first section of the study is devoted to 
architectural standards and the second to a 
design for community services for older peo- 
ple. Titles of the three appendixes are Some 
Facts and Figures, Mostly from the Census; 
Incomes of Older Persons; and Charts of 
Needs, Required Services, and Suggested Re- 
sources. Copies may be obtained for one 
dollar from the Health and Welfare Council, 
1617 Pennsylvania Boulevard, Philadelphia 
3. 


“Geron Yearbook VIII-IX, 1956-57” is a 45- 
page English summary of the yearbook of 
the Societas Gerontologica. ‘The booklet, 
whose editor-in-chief is Anitra Karsten, pre- 
sents articles on medical, welfare, and em- 
ployment problems of the aging together 
with the annual report of the Society and 
data on specific programs for the aging. Re- 
quests for copies should be directed to the 
Society at Haartmaninkatu 1, Helsinki, Fin- 
land. 


“Employment of Older Women,” an anno- 
tated bibliography prepared by the Women’s 
Bureau of the United States Department of 
Labor, offers information on 81 publications 
which are concerned with hiring practices, 
attitudes, and work performance. Copies can 
be obtained for 30 cents from the Superin- 
tendent of Documents, United States Govern- 


ment Printing Office, Washington 25, D.C. 


“The National Committee on the Aging” is 
a short, interpretive folder which describes 
concisely, yet thoroughly, the purpose of the 
Committee, how it works, and some of its 
achievements to date. The Committee, whose 
headquarters is in New York, is a central 
national resource for planning, information, 
consultation, and materials in the field of 
aging. Recommended as a handy reference, 
the folder is available without charge from 
The National Committee on the Aging, Na- 
tional Social Welfare Assembly, Inc., 345 
East 46th Street, New York City 17. 
















































Serpasil® offers 
2 special 
advantages for 
hypertensive 
patients, 
report St. Paul 
clinicians 


Physicians in St. Paul, Minnesota, find these 
actions of Serpasil desirable for many hyper- 
tensive patients: 

1. Serpasil relieves the tachycardia that so 
often accompanies high blood pressure. 


2. Serpasil has a rather pronounced central 
effect which is beneficial when hypertension 
is associated with frank anxiety or tension. 


The experience of 450 physicians through- 
out the U.S. (interviewed during the course 
of a world-wide survey*) illustrates these 
advantages. Excellent or good overall re- 
sponse was reported in 74 per cent of 871 
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patients who received Serpasil for hyper- 
tension with anxiety-tension; 80 per cent ex- 
cellent or good response was reported in 
261 patients treated with Serpasil for 
tachycardia. 


If your hypertensive patient exhibits marked 
anxiety-tension — or if his heart rate is up — 
why not give him the extra benefit of Serpasil 
therapy? 


C I B A summit, N. J. 


SERPASIL® (reserpine CIBA) 


*Complete information about the results of 
this survey will be sent on request. 2 /2605m0 
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Diverticulitis of the Colon From the 
Point of View of the General 
Practitioner 


C. E. WELCH. J. Louisiana M. A. 110: 180- 


183, 1958. 
Diverticulitis of the colon is becoming an 
increasingly important disease because of 
the greater longevity of the population and 
because it is rarely found in patients under 
35 years of age. In addition, the compli- 
cations of diverticulitis are 
aged General improvements in 
management have made it possible to per- 


serious in the 
patient. 
early 


form surgery satisfactorily in cases 


even in the presence of concomitant dis- 
eases. Age itself is no deterrent. Opera- 
tion should be deferred indefinitely only 
medical contraindica- 


if there are severe 


tions. 

Of those patients who enter the hospi- 
tal with will re- 
quire an The 
symptoms of the first attack may be severe 


diverticulitis, 1 out of 4 
operation at some time. 
enough to 
that 
persistent or 
indication for operation. A final group re- 
quires 


warrant emergency surgery at 


time. In another group of patients, 


recurrent symptoms are the 


surgery because malignant disease 


cannot be excluded by any other means 


than resection and examination of the 


specimen. 
A definite indication for 


progression of the disease process to per- 


surgery is the 


foration with a palpable mass or perito- 
nitis. Transverse colostomy should be per- 
formed promptly in cases of peritonitis 
and whenever inflammatory masses do not 
first Ob- 
struction of the colon is another indication 
intervention. Bleeding 
diverticulitis is common. 


subside within the three days. 


for early surgical 
from relatively 
In patients with massive hemorrhage, the 
bowel is full of old, infected blood and is 
difficult to handle technically and danger- 
ous to resect. Oral antibiotic therapy, such 
started, and the 
replaced. If the 
bleeding persists, the bowel is at least par- 
tially prepared at surgery. Urinary symp- 
toms in patients with diverticulitis are a 
manifestation of the onset of a colovesical 
fistula. 


as neomycin, should be 


blood loss should be 
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In considering the proper surgical pro- 
cedure, the experience of the surgeon as 
well as the condition of the patient are 
important. Although the three-stage oper- 
ation is more arduous for the patient, it 
still is a safer operation even in the hands 
of the best trained surgeons. In the first 
stage, a transverse colostomy is estab- 
lished; three weeks to three months later, 
the involved segment of colon is resected, 
and, ten to thirty days later, the transverse 
colostomy is closed. One-stage resection is a 
difficult technical procedure. Long resections 
should be performed so that there is good 
flexible bowel on both sides of the anastomo- 
sis. 

Since the operative mortality is approx- 
imately 3 per cent, surgery should be car- 
ried out relatively early in the disease, and 
resection and anastomosis should be planned 
in practically every case of diverticulitis. 


Intussusception in the Adult With 
Particular Reference to Intussusception 
of the Sigmoid Colon 

W. H. HAGAN and G. B. SANDERS. J. Ken- 

tucky M.A. 56: 545-549, 1958. 
Definite organic causes are usually found 
in intussusception of the sigmoid which 
occurs in adults and presents with the 
symptoms of intermittent, imcomplete in- 
testinal obstruction. 

Although intussusception of the intes 
tines is found primarily in children, more 


and more cases are being reported in 
adults. Most cases of intussusception in 
adults involve the small intestine only, 


and intussusception of the sigmoid colon 
seen. Lesions of this nature in 
the sigmoid are found in the older age 
groups, although most adult intussuscep- 
tions before the age of 45 years. 
Whereas other types of intussusception in 
both children and adults are more com- 
mon in men, intussusception of the sigmoid 
is more frequent in women. 

In contrast to cases in children, most 
cases of intussusception of the sigmoid 
colon in the adult are associated with a 
definite organic lesion. In more than half 
of these cases, the lesion is a malignant 

(Continued on page 94A) 
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SPARINE gives prompt control by intravenous injection and effective maintenance by the 
intramuscular or oral route. It is well tolerated in all three methods of administration. 


COMPREHENSIVE LITERATURE SUPPLIED ON REQUEST 


sSparine 


HYDROCHLORIDE Philadelphia 1, Pa. 





EQUANIL® Promazine Hydrochloride 


‘ Meprobamate INJECTION 

PY PHENERGAN® HCI TABLETS 
Promethazine HCl 

SPARINE HCI shina 


Promazine HCl 


A Wyeth normotropic drug for nearly 
every patient under stress 





Digests from Current Literature 


(Continued from page 92A) 


one-third of 
found. 


neoplasm. In about cases, 


no specific cause is Presumably, 
the walls of the rectosigmoid, being fixed 
to the pelvis, allow a redundant mobile 
sigmoid to prolapse into the rectosigmoid. 

Acute onset of symptoms is the rule in 
children while, in adults, the acute episode 
leading to surgery is usually preceded by 
symptoms suggestive of partial intestinal ob- 
struction over a period varying from days 
to years. Approximately one-half of cases of 
intussusception of the sigmoid have fairly 
acute symptoms of less than one week in 
duration. 


In lesions involving the sigmoid colon, 
l 


a palpable abdominal mass is rarely pre- 


sent. In the majority of cases, the diagno- 


sis can be made by rectal examination, 


either through inspection or palpation. S 


ig- 


moidoscopic examination also reveals a 


number of intussusceptions, and only a 


few are diagnosed by barium enema or 


exploratory 


laparotomy. Chronic 


idiopath- 





“an improved 

antihistaminic... 

effective in low 
dosage’’’ 


1. 
GARAT, B.R. ET AL: 
J, ALLERGY 27: 57-62 
(JAN.) 1956. 





CLISTIN— 


Prescribe 


allel aMme-Uahdeer-Ull-1ae| lems elehd—talesya 
with low dosage 


ic intussusception of the sigmoid produces 
vague symptoms over a long period of 
time. The patients are often erroneously 
diagnosed as having colitis or spastic colon. 
Barium usually 
negative. The diagnosis is made by having 


enema examinations are 
the patient strain during sigmoidoscopy in 
the Sims position. 

Because the intestinal obstruction is usu- 
ally chronic and incomplete, surgery with- 
in the first twenty-four hours is not as 
important in adults as in children. In the 
adult, no attempt should be made to re- 
duce the intussusception by barium enema 
ence of an 
and the 
irreducible 


because of the high inc 
tumor 


asso- 


ciated malignant greater 


likelihood of an intussuscep- 
tion. In adults, the treatment of choice is 
resection and primary anastomosis if con- 
judi- 
cious to perform a preliminary transverse 


ditions permit. Occasionally, it is 
colostomy. 

The mechanical aspects of chronic, idi- 
opathic sigmoidorectal intussusception make 
successful medical treatment unlikely. Some 
patients may be benefited by a high protein, 
high vitamin, low roughage diet and the use 
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of a hydrophilic preparation, such as methyl- 
cellulose, to produce a large, soft stool. Small 
enemas in the Sims position, mild sedation, 
and antispasmodics may be necessary. In 
severe cases, surgical intervention is justified. 


Treatment of Hypercholesterolemia 
With Nicotinic Acid 
R. W. P. 
and B.' F. 
504, 1958. 


ACHOR, K. BERGE, N. W. 


MCKENZIE. Circulation 17: 


BARKER, 
497- 


The daily administration of large doses of 
nicotinic acid to patients with hypercholes- 
terolemia results in sustained and significant 
decreases in the concentration of serum cho- 
lesterol, total lipids, and serum beta-lipo- 
protein cholesterol in most instances. 
Response to treatment may vary widely 
but is reasonably reproducible in each in- 
dividual. Changes in dosages demonstrate 


a distinct relationship between the amount 
acid administered and the cho- 
effect in 
the daily dosage from 3 


of nicotinic 


lesterol] patients. By increasing 
gm. as needed, 
over three-fourths of the patients studied 
obtained their 


satisfactory decreases in 


for Alert Allergics 


blood lipids. The largest amount given 
was 6 gm. per day. Substitution with place- 
bos invariably resulted in a return of the 
lipid values to pretreatment levels, with a 
satisfactory response on _ reinstitution of 
the drug. 

The higher the inital concentration of 
serum cholesterol, the greater the response 
to treatment. The patient’s diet remained 
a fairly constant factor which did not ap- 
preciably influence the results. Women in 
general responded than men. Se- 
cutaneous and pruritis oc- 
nearly all patients but 
subsided rapidly without specific 


better 
vere flushing 
curred early in 
therapy. 
anorexia and 


Occasionally, nausea may 


also be seen. 

Although no objective evidence for im- 
after treatment in 
the 33 patients with hypercholesterolemia, 


provement was noted 


subjective improvement was experienced 


by nearly everyone. There were two deaths 
in patients with atherosclerotic heart dis- 
ease during placebo administration, while 
another patient sustained an 


acute myo- 


cardial infarction while on nicotinic acid. 


(Continued on page 96A) 
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An Evaluation of Epidural Analgesia 
in Geriatric Surgery 

and j. R. 
1958. 


P. C. LUND, J. C. CWIK, 
Anesth. & Analg. 37: 114-125, 


QUINN. 


Regional or conduction anesthesia is pref- 
erable in 
causes the 


geriatric surgery because it 
least 


functions. 


interference with general 


bodily Epidural anesthesia, as 


compared with spinal anesthesia, — offers 
lower incidence of 
headache, (3) 
physiology, (4) 
ambulation, and (5) 


activity. 


such advantages as (1) 


) 


hypotension, (2) absence of 


less alteration of bodily 


earlier activity and 


less interference with intercostal 


To administer analgesia, the 


patient is placed in the lateral flexed posi- 


epidural 


tion, a local anesthetic agent containing a 
vasopressor is employed, and the skin is punc- 
tured with an 18-gauge needle, after which 
a blunt needle is inserted into the epidural 
space in midline parallel to the spinous pro- 
cesses. When the needle point is inserted 
into the ligamentum flavum, the stylet is re- 
distilled 
water is attached to the hub of the needle. 
The needle is advanced slowly with the left 


hand while firm pressure is applied to the 


moved and a 5-cc. syringe with 


plunger of the syringe with the right thumb. 
\ slight snap and the sudden forward mo- 
tion of the plunger indicate penetration 


The 


a burning pain if the patient is awake and 


into the epidural space. water causes 


a straightening of the back if he is anes 
the de 
sired local anesthetic are quickly adminis 


thetized. Five cubic centimeters of 
tered, followed by aspiration in all 4 planes 
to test for the presence of spinal fluid. The 
local anesthetic agent is then slowly admin 
istered with a 20-cc. syringe. 

Using this careful technic, 839 patients 
over the age of 60 anesthetized for 
The local 
anesthetic agents included 2 per cent xylo- 
caine in 730 


were 


various abdominal operations. 


cases, 3 per cent chlorpro- 
caine in 53 cases, and 2 per cent cyclaine 
in 56 cases. 

The major anesthetic complications were 
precipitate hypotension, marked hyperten- 
sion, massive epidural block, subarachnoid 
block, pronounced de- 
pression. These complications were seen in 
38 patients and were quickly relieved by 
appropriate treatment. No minor or major 


convulsions, and 
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postoperative neurologic sequelae were en- 
countered, although 3 patients died of 
cardiac arrest within ten days following 
operation. 

Epidural anesthesia is indicated in  se- 
lected cases of geriatric surgery. It should, 
however, only be administered by exper- 
ienced competent 


and anesthesiologists. 


Emotional Diserders in Later Life 
and Their Treatment 





D. G. MC KERRACHER. Canad. M. A. J. 78: 
880-883, 1958. 
Mental problems are the prime reason 


among the aged for seeking medical atten 
tion. such as cerebrovas 
cular changes or toxic confusion, constitute 
less than half of these mental disturbances. 


The emotional disorders in the aged diffe1 


Organic causes, 


very little from those occurring early in 
life. Unfortunately, such symptoms as 
mild memory loss, confusion, and disori 


entation are often lightly dismissed by the 
physician. Often, psychic disturbance is ex- 
pressed through such physical complaints 
as constipation or ill defined pain. The 
symptoms often give no clue to the under- 
lying trouble, and careful history-taking may 
not be particularly revealing. 

Commonly, a depressive episode may 
occur for the first time in the aged because 
of a sense olf 


worthlessness or uselessness. 


Suicides are frequent in old people and 
prevented by honest, direct 
questioning or by allowing the patient to 
himself freely. If the threat of 
suicide is real, electrotherapy may be in 
dicated if the 


may often be 


express 
presence of major cardio 
vascular disease is ruled out. As improve 
ment begins, a brief period of increased 
suicidal risk is present and should be 
guarded against. The patient and family 
should be forewarned of temporary con- 
memory loss which develops 
following electrotherapy. Tranquilizers may 
be harmful in increasing the depression. 


fusion and 


and 
most 


Symptoms associated with cardiac 
renal which constitute the 
common causes of generalized toxic dis 
orders, often vacillate and may be vague. 
Therapy should be directed toward the un- 
derlying cause. 


diseases, 


should be sus- 
unexplained seizure is 


Cerebral arteriosclerosis 
pected when an 


followed by irritable confusion in a usual- 
(Continued on page 98A) 
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ly normal person. ‘Tranquilizing drugs, 
chlorpromazine, and related drugs may be 
effectively used. Electrotherapy has no 
place in the treatment of senile psychoses, 
but sedatives may be helpful. 

In general, intensive psychotherapy is 
not indicated, and it not be insti- 
tuted in psychoneurosis. Rather, quiet  re- 


and 


should 


assurrance interest by the physician 


is the best treatment. 


Polyneuritis Occurring During 
Hydralazine Therapy 
W. M. KIRKENDALL and F. B. 
167: 427-432, 1958. 


PAGE. J.A.M.A. 


Toxic reactions to hydralazine (Apreso- 
line) therapy have previously been grouped 
into two general categories—acute or cardio- 
vascular effects and connective tissue, blood, 
or skin reactions. The appearance of a syn- 
drome resembling lupus erythematosus is 
the best known of the dramatic complica- 
tions. However, in recent experience, poly- 
neuritis developed in two patients receiving 
large doses of hydralazine for long periods 
of time in the treatment of hypertension. 
Evidence suggests that both patients were 
predisposed to pyridoxine deficiency. Pyri- 
doxine administration resulted in improve- 
ment in the and 

The occurrence of peripheral neuritis 
during isoniazid therapy is a well-docu- 
mented fact. In addition, it has been dem- 


signs symptoms. 


onstrated that these symptoms are produced 
by interference of isoniazid with pyridoxine 
metabolism. Hydralazine, like isoniazid, can 
form a stable chelate with certain trace min- 
erals and is an antienzyme for several bio- 
logic systems. It is presumed that hydralazine, 
because of its structure, might 
vitamin deficiencies 
in man. When polyneuritis is encountered 
in the course of hydralazine therapy, it 
is suggested that the drug be discontinued 
and pyridoxine be administered. 


chemical 
also produce certain 


Meprobamate Habituation 
T. M. HAIZLIP and Jj. A. EWING. New Eng- 
land J. Med. 258: 1181-1186, 1958. 
Meprobamate closely simulates the barbit- 
urates and should be prescribed with the 
same degree of circumspection required by 
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the barbiturates. Dosage should be started 
slowly and increased slowly if necessary. Pa- 
tients should be warned against excessive 
self-medication and abrupt withdrawal. 

Severe sedative effects, often accompanied 
inability to walk 
during the first 
three days of meprobamate dosage. A degree 
of tolerance seems to develop within the 
first ten days. Although patients receiving 
meprobamate appear tranquilized and _ less 
aggressive, there is no other obvious psychi- 
atric improvement. 

The withdrawal 
cludes various degrees of insomnia, vomit- 


by a staggering gait or 


without falling, appear 


typical syndrome in- 
ing, tremors, muscle twitching, overt anx- 
iety, anorexia, and ataxia, and, in a few 
instances, hallucinosis, tremors, and grand 
mal Apparently, 
when the meprobamate sedation is sudden- 
ly withdrawn, there is a_ resurgence of 
electric activity. The clinical picture of the 
acute abstinence 


seizures may develop. 


withdrawal 
of meprobamate is consistent with a state 
of cerebral hyperactivity. 

Meprobamate can be safely withdrawn 
abruptly from the patient seen 
in general practice who has been receiving 
a fairly small dosage of the drug for a 
comparatively short However, any 
symptoms of the abstinence syndrome may 
be erroneously evidence of 
neurosis and as indicating need for further 
tranquilizers. Withdrawal symptoms can be 
avoided by replacing the patient on mepro- 
bamate and then slowly 
over a few days. 


reaction on 


average 


time. 


regarded as 


withdrawing it 


Psychotherapy in a Home for the Aged 
M. J. ARONSON. Arch. Neurol. & Psychiat. 
79: 671-674, 1958. 

Psychiatrists treating emotional problems 

in homes for the aged should explore their 

own misconceptions and prejudices about 
the aged. Stereotypes of the aged person- 
ality should be eliminated from thinking, 
and attention should be paid to the psycho- 
dynamics of neurosis formation. Somatic 
symptoms in the aged are often ascribed 
to structural abnormality but actually rep- 
resent use of the dependency status of 
sickness to obtain psychic relief. Sexual 
problems of the aged often are of primary 
importance, although they are discussed with 
reluctance by the patient. 

Therapeutic pessimism is overcome when 

(Continued on page 102A) 
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treatment goals are limited to provide emo- 
tional ventilation for the patient and to use 
parentifying drives toward authority figures 
to change the patient’s attitude and actions. 

The four types of psychotherapy em- 
ployed in a home for the aged are milieu 
therapy, supportive and recessive therapy, 
special supportive therapy, and analytical 
psychotherapy. Milieu therapy involves the 
elimination of negative therapeutic atti- 
tudes and the creation of a spirit of team 
function among all staff members. 

Supportive and repressive therapy in- 
volves patient reassurance, opportunity for 
ventilation, change in environment, diet 
and drugs, and repression of undesirable 
activity by judicious threats. 

Special supportive therapy is oriented 
toward acceptance by the therapist of the 
role the patient projects upon him. Sub- 
sequent fulfillment of transference wishes 
by the psychiatrist allays patient anxiety. 

Analytical psychotherapy is limited to 
intelligent neurotic patients with minimal 
organic impairment. The position of the 
patient encourages a passive submission, 
and, therefore, the therapist must be more 
supportive and directive. Final resolution 
of the transference is unnecessary since 
patients desire support indefinitely. 


Combined Irradiation and Surgical 
Treatment for Carcinoma of the Cervix 

J. ©. WEED. Ann. Surg. 147: 704-713, 

1958. 

Preliminary irradiation followed by radi 
cal Wertheim hysterectomy and __ pelvic 
lymphadectomy for all cases of cancer of 
the cervix and cervical stump may prevent 
recurrent disease in some cases. 

Following a_ histologic diagnosis and 
clinical classification of the lesion, all cases 
more advanced than stage 1 are given a 
tumor dose of 3,300 r by external irradiation. 
In addition, radium is inserted in an at- 
tempt to obtain 6,700 r at point A in the 
pelvis by single application and multiple 
sources. 

\fter an interval of four to eight weeks, 
the patients are re-evaluated, and, in the 
absence of major contraindications, rad- 
ical hysterectomy and gland dissection are 
carried out. Some patients with clinical 
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stage 3 and almost all patients with stage 4 
before irradiation are not considered suit- 
able candidates for the combined program. 

The lymphatic dissection is extended up- 
ward to the bifurcation of the aorta early 
in the operation, and enlarged lymph 
nodes are examined by frozen section im- 
mediately. If nodal invoivement is seen, 
the operation is discontinued. Generally a 
minimum of 2 cm. of vagina beyond the 
cervix is removed, although occasionally 
the entire vagina may be removed. Pelvic 
drainage may be effected with the use of 
No. 15 polyethylene tubes connected to con- 
tinuous suction. Lymph collection may be 
prevented in this manner. 

Postoperative complications consist pri- 
marily of lymphatic and urinary stasis. 
Careful handling of the ureters and_blad- 
der will minimize urinary complications. 
Catheterization and cortisone may aid in 
spontaneous healing of vesicovaginal or 
ureterovaginal fistuli. 

Of 42 patients operated on five or more 
years ago, 73.8 per cent are still living. 
Of 37 patients operated on within the 
past five years, 91 per cent are alive with- 
out evidence of recurrence. 

Of 21 patients with residual carcinoma 
in the cervix after irradiation, 2 of 5 pa- 
tients operated on more than five years 
ago are alive and free of recurrence. Of 
the remaining 16 cases with residual cancer 
operated on less than five years ago, only 
3 are dead. However, among patients con- 
sidered as irradiation successes, 9 women 
with no residual tumor in the cervix failed 
to survive, including 8 who died of re- 
current or metastatic disease. 


Electroencephalographic Findings in 
Aged Psychiatric Patients 

W. D. OBRIST and Cc. E. HENRY. J. Nerv. & 

Ment. Dis. 126: 254-267, 1958. 

Within’ certain limits, the electroencepha- 
logram can be used to differentiate affec- 
tive, paranoid, and other functional reac- 
tions from disorders in which mental de- 
terioration is the primary disorder. ‘The 
frequency of the electric activity and dis- 
tribution over the head are important var- 
iables in the differentiation. 

A high incidence of diffuse slow wave 
activity between 1 and 7 contractions per 
second (delta and theta) is found in the 
brain syndrome group. Criteria for the 

(Continued on page 104A) 
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brain syndrome include disorientation in 
at least one sphere, recent memory im- 
pairment, defective immediate recall, and 
evidence of intellectual defect. Slow waves 
were considered diffuse if they were bi- 
lateral and 
were involved. 


3 or 4 of the major head regions 


Functional cases in a group study had 
a significant number of normal tracings. 
Uncomplicated focal temporal lobe dis- 
turbance did not appear to be related to 
psychiatric diagnosis. 

Nearly all patients with cerebrovascular 
disease or congestive heart failure show 
EEG abnormalities. However, the EEG is 
not related to generalized arteriosclerosis 
or to the presence of cardiac disorders 
adequately compensated. Mild hypertension 


in the conducted study, a significant pro- 
portion of patients with brain syndrome 
and diffuse slow waves remained in the 
hospital or died within a year. The major- 
ity of patients with functional disorders 
and normal EEG tracings were discharged 
or placed on convalescent status. 


The Treatment of Hypertensive 
Emergencies 

J. H. Moyer. Minnesota Med. 41: 301- 

316, 1958. 
In the hypertensive emergency, it is neces- 
sary to appraise the state of renal compensa- 
tion first of all by an estimate of the blood 
urea nitrogen (BUN). If BUN is normal, 
renal failure is not likely to be responsible 
for any disturbance. in the sensorium. 
Retinal hemorrhage indicates degree of gen- 
eral arteriolar damage. Papilledema suggests 
increased intracranial pressure and the cere- 


tends to produce normal tracings. bral edema responsible for derangement in 
The correlation of the EEG findings to patients without renal failure. 
outcome of an illness is not of great prog- 


nostic value in individual cases. However, 


In patients with a hypertensive emer- 
(Continued on page 106A) 
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gency associated with essential hyperten- 
sion in which a rapid and immediate re- 
duction is required, a ganglionic blocking 
agent or a Veratrum extract should be 
used initially. 
is administered at the same time to main- 
tain the blood pressure reduction. 


Reserpine or rescinnamine 


In patients with hypertensive emergen- 
cies associated with acute glomerulone- 
phritis, reserpine in combination with hy- 
dralazine or Veratrum is the therapy of 
choice. 

If immediate blood pressure reduction 
is not indicated and a two- to three-hour 
delay is possible, parenteral reserpine or 
rescinnamine is the drug of choice. A 
ganglionic blocking agent should be tried 
if the initial drug proves ineffective. If 
response does not appear beneficial, the 
drug can be discontinued with the loss of 
blockade in two to three hours. 


With fulminating heart failure, a con- 


Reduces incidence of attacks 

Reduces severity of attacks 

Reduces or abolishes need for fast-acting nitrites 
Reduces tachycardia 


Reduces blood pressure in hypertensives, 
not in normotensives 


Increases exercise tolerance 
Produces demonstrable ECG improvement 
Exceptionally well tolerated 





LOGA 


NORTHRIDGE, CALIFORNIA 


tinuous infusion of 
of choice if hexamethonium is not ade- 


Arfonad is the therapy 


quate. longer acting 
agent, is a good substitute, for it can be 
given orally after dosage has been ad- 
justed. 
Reserpine 


Mecamylamine, a 


administered parenterally — is 
a relatively potent antihypertensive agent 
in the recumbent position as well as in 
the upright position. Also, the slow de- 
crease in blood pressure and the relative 
rarity of excessive reduction allows effec- 
tive and safe therapy without particularly 
close medical or nursing supervision. 

Parenteral Veratrum should be given 
when ganglionic blocking agents combined 
with reserpine are not adequate. The intra- 
muscular route is preferred since exces- 
sive hypotensive episodes are less likely 
to occur following this method of admin- 
istration. 

Permanent maintenance therapy should 
begin when blood pressure stabilizes for 
three to seven days. A combination of Rau- 
wolfia and a ganglionic blocking agent is 

(Continued on page 108A) 
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Eliminates decubitus dangers 
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easily shift their weight, the resultant ischemia frequently 
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local circulation in such patients is the use of the Alternat- 
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with two series of air cells, alternately inflated and deflated 
every three minutes by automatic mechanical means, 
thereby constantly shifting the pressure points against the 
patient’s skin. Local circulation is encouraged without the 
trouble and discomfort of turning the patient frequent- 
ly..4,6 The APP unit is guaranteed to be safe, simple, 
foolproof. 
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the therapy of choice when the general 
status of the patient seems adequate. Oral 
administration of Rauwolfia substitutes for 
the parenteral reserpine. As the effect of the 
parenteral reserpine is lost, one of the block- 
ing agents is started and the dose gradually 
adjusted according to the standing blood 
pressure. The patient is preferably complete- 
ly ambulatory while adjustment of the orally 
administered drugs is in process. 

When the BUN is elevated, this deter- 
mination should be repeated every two or 
three days while the blood pressure is 
being regulated. When evidence of rising 
levels is observed, the pressure should be 
allowed to increase slowly by decreasing 
the dose of the blocking agent until the 
BUN again 
levels. 


decreases to pretreatment 


Prefrontal Lobotomy: Final Report 
of 500 Freeman and Watts Patients 
Followed for 10 to 20 Years 


W. FREEMAN. South. M. J. 51: 
1958. 


739-744, 


One-half of a group of 551 patients treated 
by major prefrontal lobotomy are employed 
or keeping house ten to twenty years after 
surgery. Four hundred and forty patients 
are available for study at least ten years 
after surgery. Death occurred within one 
month after lobotomy in 27 patients, and 
15 died during the first preoperative year. 
Convulsions occurred in 101 patients and 
increased in incidence following operation. 

About two years are required for the 
patient to stabilize following lobotomy. De- 
terioration was most evident in the schizo- 
phrenic patients. Hallucinations are com- 
mon to all the schizophrenic patients, and 
even relatively complete transection of the 
frontal lobes failed to suppress them. 

The 8 patients who failed to improve 
after lobotomy for disabling psychoneurosis 
showed a strong obsessive-compulsive na- 
ture and were uninfluenced by the opera- 
tion. Of these 8, 4 were alcoholic patients. 
About 20 per cent of schizophrenic patients 
showed advance of the disease following 
lobotomy. Patients in whom schizophrenia 
develops before the age of 10 are poor can- 
didates for surgery. 
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Patients experiencing successful lobotomy 
have generally been stabilized by the end 
of two years and continue to function satis- 
factorily for years. 


Intrahepatic Cholangiolitic Hepatitis: 
Its Surgical Significance 
B. MC SWAIN, J. L. HERRINGTON, JR., W. H. 
EDWARDS, J. L. SAWYERS, and w. R. CATE, 
jr. Ann. Surg. 147: 805-811, 1958. 


The absence of bile in the stools and the 
diminution or absence of urobilinogen in the 
urine, which is usually found in extra- 
hepatic biliary obstruction, may be seen in 
a nonobstructive condition, intrahepatic cho- 
langiolitic hepatitis. 

The pathologic changes consist of bile sta- 
sis in the smaller biliary radicles, with 
chronic inflammation and occasional peri- 
portal fibrosis without hepatocellular de- 
struction. These changes are almost identical 
with those caused by chlorpromazine and 
methyltestosterone and are similar to those 
found in arsphenamine and cincophen poi- 
soning and certain nutritional disturbances. 
It has been suggested that this condition 
may be caused by disturbances of the per- 
meability of the wall of the cholangioles due 
to injury by some unidentified agent. The 
symptoms consist of anorexia, weight loss, 
jaundice, and acholic stools. Pruritus, fever, 
and upper abdominal pain are not uncom- 
mon. Laboratory findings, consisting mainly 
of hypercholesterolemia, hyperbilirubinemia, 
and elevated serum alkaline phosphatase as- 
sociated with normal liver function tests, are 
consistent with extrahepatic biliary obstruc- 
tion. 

Operative findings reveal an enlarged, 
greenish-brown liver with normal spleen and 
pancreas. Edema of the hepatic omentum in 
the hilar area associated with enlarged nodes 
along the common bile duct and _gastro- 
hepatic omentum is frequent. The gall- 
bladder is usually normal, but the common 
bile duct is small and slightly edematous 
with normal bile. Tightness of the ampulla 
of Vater is not unusual, and bile cultures 
are usually sterile. 

Treatment consists of choledochostomy 
with T-tube drainage of the common bile 
duct for several weeks followed by inter- 
mittent occlusion and release of the T-tube. 
This may be removed when periods of occlu- 
sion fail to produce any symptoms, which 
usually takes between six weeks and ten 
months. 
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For cardiac effect: PETN is “. .. the most effective drug 
currently available for prolonged prophylactic treatment 
of angina pectoris.’” Prevents about 80% of anginal attacks. 


For ataractic effect: One of the most effective—and probably 
the safest—of tranquilizers, ATARAX frees the angina patient 
of his constant tension and anxiety. Ideal for the on-the-job 
patient. And ATARAX has a unique advantage in cardiac 
therapy: it is anti-arrhythmic and non-hypotensive. 


For greater therapeutic success: In clinical trials, CARTRAX 

was demonstrably superior to previous therapy, including 

PETN alone. Specifically, 87% of angina patients did better. 

They were shown to suffer fewer attacks . . . require less 

nitroglycerin ... have increased tolerance to physical effort 
.. and be freed of cardiac fixation. 


1. Russek, H. I.: Postgrad. Med. 19:562 (June) 1956. 

Dosage and Supplied: Begin with 1 to 2 yellow CARTRAX “10” 
tablets (10 mg. PETN plus 10 mg. ATARAX) 3 to 4 times daily. 
When indicated this may be increased by switching to pink CARTRAX 
“20” tablets (20 mg. PETN plus 10 mg. ATARAX.) For convenience, 
write ““CARTRAX 10” or “‘CARTRAX 20.” In bottles of 100. 


CARTRAX should be taken 80 to 60 minutes before meals, on a 
continuous dosage schedule. Use PETN preparations with caution 
in glaucoma. 
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Wheatena. .. made 
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sugar...is a protein- 
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nutritional support 
for your older 
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for your patients 
today. 
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Activities and 
Announcements 


111 news and announcements for this department 

should reach the editorial office six weeks before 
publication date. Please direct all communica 
lions to News Editor, Geriatrics, 84 South Tenth 
Street, Minneapolis 3, Minnesota. 


Gerontological Society to Hold 
November Meeting 

The eleventh annual scientific meeting of 
the Gerontological Society, Inc., will be 
held at the Bellevue Stratford Hotel, Phila- 
delphia, November 6 to 8. The theme of 
the meeting will be “Unity in Diversity.” 
Dr. Warren Andrew, Winston-Salem, is chair- 
man of the program committee, and Dr. 
Joseph T. Freeman, Philadelphia, is co-chair- 
man. An introductory meeting, Retrospect 
and Prospect in the Four Fields of Geron- 
tology, will take place on the first day, and 
a symposium on gerontology in social and 
psychological sciences and social welfare, en- 
titled Patterns of Successful Aging, will be 
held on November 7. 


Postgraduate Course 

The University of Texas Postgraduate School 
of Medicine will hold a postgraduate course 
on Medical Problems of the Elderly in the 
auditorium of the University of ‘Texas M. D. 
Anderson Hospital and ‘Tumor Institute in 
the Texas Medical Center in Houston Octo- 
ber 23 to 25. The course will emphasize the 
nutritional, endocrine, cardiopulmonary, 
neurologic, and emotional changes which are 
characteristic of older people. For further 
information, write to the University of 
Texas, Postgraduate School of Medicine, 410 
Jesse Jones Library Building, ‘Texas Medical 
Center, Houston 25. 


Southwestern Conference 

The Southwestern Regional Conference on 
Aging will be held October 19 to 21 at the 
Shamrock Hotel in Houston under the aus- 
pices of The National Committee on the 
\ging in cooperation with the Committee 
on Aging of the Community Council of 

(Continued on page 114A) 
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for response within 
first 24 hours, start 


patients on Harmonyl-N 


(Harmonyi® 1d Nembuta!®) 


The synergistic action of HARMONYL and NEMBUTAL produces, usually within the first 24 hours, 
a definite subjective response, so that patients enjoy calmer days, more restful nights while high 
blood pressure begins to fall. Each HARMONYL-N Filmtab combines 0.25 mg. of HARMONYL, 
Abbott’s alkaloid of Rauwolfia canescens, with 30 mg. of NEMBUTAL Calcium Abbott 
...a Standard in barbiturate therapy. Suggested dosage is 2 or 3 Filmtabs daily. 


*Filmtab— Film-sealed tablets, Abbott; pat. applied for 


THEN, AFTER TWO TO FOUR WEEKS, WHEN RESPONSE IS ESTABLISHED .. . 














sSECOND 
maintain improved blood 
pressure levels by switching 


patients to Harmon I 


(Deserpidine ‘Abbott) 


When initial tension is overcome and NEMBUTAL’s sedation is no longer needed, regular 
HARMONYL will continue to keep blood pressure at desirable levels . . . yet won’t hamper 
patients with an excess of side effects. Clinical tests have shown that HARMONYL produces 
significantly less daytime lethargy than reserpine or the alseroxylon fraction, while control- 
ling blood pressure just as efficiently. Thus, if patients continue to work while under your 


care, they can work capably. HARMONYL is supplied as 0.1-mg., 0.25-mg. (grooved) 
and 1-mg. (grooved) tablets. Suggested dosage is 0.25 mg. once or twice a day. Obbott 
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Investigator 


after investigator reports 


Wilkins, R. W.: New England J. Med. 257:1026, Nov. 21, 1957. 


“Chlorothiazide added to other antihypertensive drugs reduced the blood 
pressure in 19 of 23 hypertensive patients.” “All of 11 hypertension 
subjects in whom splanchnicectomy had been performed had a striking 
blood pressure response to oral administration of chlorothiazide.” “‘. . . it is 
not hypotensive in normotensive patients with congestive heart failure, in 
whom it is markedly diuretic; it is hypotensive in both compensated and 
decompensated hypertensive patients (in the former without congestive 
heart failure, it is not markedly diuretic, whereas in the latter in congestive 
heart failure, it is markedly diuretic). . . .” 


Freis, E. D., Wanko, A., Wilson, 1. H. and Parrish, A. E.: J.A.M.A..166:137, 
Jan. 11, 1958. 

“Chlorothiazide (maintenance dose, 0.5 Gm. twice daily) added to the 
regimen of 73 ambulatory hypertensive patients who were receiving other 
antihypertensive drugs as well caused an additional reduction [16%] of 
blood pressure.” “The advantages of chlorothiazide were (1) significant 
antihypertensive effect in a high percentage of patients, particularly when 
combined with other agents, (2) absence of significant side effects or 
toxicity in the dosages used, (3) absence of tolerance (at least thus far), and 
(4) effectiveness with simple ‘rule of thumb’ oral dosage schedules.” 
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‘Hollander, W. and Wilkins, R. W.: Boston Med. Quart. 8:1, September, 1957, ¢ 
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mg. twice a day to 500 mg. three times a day. 


ADJUST DOSAGE OF OTHER AGENTS. The dosage of other antihypertensive medication 
(reserpine, veratrum, hydralazine, etc.) is adjusted as indicated by patient response. If the patient is 
established on a ganglionic blocking agent (e.g., 'INVERSINE') this should be continued, but the total 
daily dose should be immediately reduced by as much as 25 to 50 per cent. This will reduce the 
serious side effects often observed with ganglionic blockade. 


ADJUST DOSAGE OF ALL MEDICATION. The patient must be frequently observed and 
careful adjustment of all agents should be made to determine optimal maintenance dosage. 
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Houston, the Texas Gerontological Society, 
the Louisiana Commission on Aging, and 
other organizations in the region. The pur- 
pose of the meeting will be to focus atten- 
tion on the special problems of older peo- 
ple in the Southwestern Region; to bring 
together national and local leaders to dis- 
cuss these problems and to recommend pro- 
grams of action; and to call national atten- 
tion to the outstanding achievements in 
services to the aging in the Southwestern 
Region. 

Highlights of the general sessions in- 
clude the keynote address on Problems and 
Resources of the States in the Region by 
Ollie A. 
National Committee on Aging; an address 
by G. Warfield Hobbs, chairman of The 
National Committee on the Aging, on The 


Randall, vice chairman of The 


Economic Implications of an Aging Popula- 
tion; a symposium on The Role of Preven- 
tion in Chronic Illness in the Aging to be 
presented by medical leaders; a Problem 
Clinic centering around the theme, How to 
Establish Community Programs for Older 
People; and a discussion on Housing Our 
Older Population. Workshop sessions will 
consider Industry and the Community Look 
at Retirement, Administration and Program 
of Sheltered Care Facilities, Community 
Services To Help Older People Remain in 
Their Own Homes, Churches and Their 
Aging Members, and Noninstitutional Hous- 
ing and Living Arrangements for Older 
People. 

Persons who wish to exhibit their work, 
send information regarding programs in 
their community, and submit problems en- 
countered in their area for discussion in 
the Problem Clinic should write to Mrs. 
Geneva Mathiasen, Executive Secretary, 
The National Committee on the Aging, 
National Social Welfare Assembly, 345 East 
46th Street, New York City 17. 


Retirement Planning Conference 

The National Conference on Individual 
Planning for Retirement will be held Octo- 
ber 2 at the Sheraton Hotel in Chicago 
under the sponsorship of the Chamber of 
Commerce of the United States. The pur- 
pose of the conference, which will feature a 
panel of nationally known specialists, will 
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be to consider means of encouraging indi- 
viduals to plan for successful living in later 
years, including the provision of an ade- 
quate retirement income, and to give em- 
ployers and others a better understanding 
of the problem and provide them with in- 
formation and materials with which to aid 
those planning for their own retirement. 
Based on the theme, Planning for Success- 
ful Living, the morning sessions will be de- 
voted to discussions of such topics as Plan- 
ning for Good Health, Planning for Good 
Home Life—Where and How?, and Planning 
for Useful Activity. During the afternoon 
session, subjects to be discussed under the 
theme, Financial Planning for Retirement, 
include The Role of Social Security, Indi- 
vidual Savings and Investment, Company 
Pension or Profit-Sharing Plan, An Insur- 
ance Program, A Savings Plan, An Invest- 
ment Program, and What Can We Do? 
« 


Geriatric Course for Social Workers 

The University of Texas Southwestern Med- 
ical School will hold a postgraduate course 
emphasizing geriatrics for social workers 
October 17 to 18 in Dallas. Further informa- 
tion may be obtained by writing to Dr. 
John S. Chapman, Assistant Dean for Post- 
graduate Education, 5323 Harry Hines Bou- 
levard, Dallas 19. 


Other Meetings of Geriatric Interest 

September 30 to October 2—The Ameri- 
can Fracture Association, nineteenth annual 
meeting, Hotel Skirvin, Oklahoma City. 

October 12 to 17—American Academy of 
Ophthalmology and Otolaryngology, Palmer 
House, Chicago. 

October 19 to 24—American Occupational 
Therapy Association, annual conference, 
Hotel New Yorker, New York City. 

October 19 to 25—American College of 
Gastroenterology, Jung Hotel, New Orleans. 

October 21 to 24—American Dietetic As- 
sociation, forty-first annual meeting, Phila- 
delphia. 

October 20 to 23—Mental Hospital In- 
stitute, Hotel Muehlebach, Kansas City, Mis- 
souri. 

October 24 to 26—The American Society 
for the Study of Arteriosclerosis, twelfth 
annual meeting, Hotel Whitcomb, San 
Francisco. 

(Continued on page 116A) 
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October 24 to 26—American Heart Asso- 
ciation, anrual meeting, Fairmont Hotel, 
San Francisco. 

October 27 to 31—American Public Health 
Association, annual meeting, St. Louis. 

November 14 to 15—Texas Gerontological 
Society, annual meeting, Austin, Texas. 
21—Second Minnesota 
Governor’s Conference on 
Hotel, St. Paul. 

December 11 to 12—National Social Wel- 
fare Assembly, annual meeting, New York 
City. 


November 20 to 


Aging, 


Lowry 


Re- 
search in Nervous and Mental Diseases, 


Hotel Roosevelt, New York City. 


December 12 to 13—Association for 


Postgraduate Medical Association 
Meeting 

The Forty-Third International Scientific As- 
sembly of the Interstate Postgraduate Medi- 
will be held November 10 
to 13 at the Auditorium and Hotel Statler 
in Cleveland. papers on aging, 
which will be presented November 12, in- 
clude Nutritional Problems of the Aged, by 
Tom D. Spies, M.D.; Arthritic Manifesta- 
tions Relating to the Aged, by Philip S. 
Hench, M.D.; and Drug Therapy of Hyper- 
tension in Old Age, by Robert W. Wilkins, 
M.D. For further information, 
Erwin R. Schmidt, M.D., Secretary-Treas- 
urer, Interstate Postgraduate Medical Asso- 
ciation, Box 1109, 


cal Association 


Special 


write to 


Madison 1, Wisconsin. 


Rehabilitation Meeting 

The Handicapped and Work will be the 
theme of the 1958 National Rehabilitation 
Association Conference to be held October 
13 to 15 at Asheville, North Carolina. Speak- 
ers in the general sessions will consider such 
topics as The Meaning of Work in Our 
Culture, Work Today and Tomorrow, Early 
Referral, Job-Readiness, Social Insurance 
and Rehabilitation, The Roots of Prejudice 
and Rejection, Counseling for Job-Readi- 
ness, The Role of Workshop and Home- 
bound Employment, and _ Discriminating 
Work Adjustments. Sectional meetings will 
be devoted to placement, job adjustment, 
job-readiness, training, and other aspects of 
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work as they relate to various handicapped 
groups. For further information, write to 
A. D. Puth, National Rehabilitation Asso- 
ciation Headquarters, 1025 Vermont Ave- 
nue Northwest, Washington 25, D.C. 


Cancer Society To Meet 

The Annual Scientific Session of the Amer- 
ican Cancer Society will be held October 
20 to 21 at the Biltmore Hotel in New York 
City. The program, consisting of a Sympo- 
sium on Cancer of the Colon and Rectum, 
will include sessions on pathogenesis and 
etiology, diagnosis, treatment, and meeting 
the problem of spread of cancer of the colon 
and rectum. In addition to the presentation 
of papers, the speakers will participate in a 
panel discussion as a part of each session. 
All sessions are open to physicians and med- 
ical students. For further information, write 
to Director, Professional Education, Ameri- 
can Cancer Society, Inc., 521 West 57th 
Street, New York City 19. 


A. M. A. Conference on Nutrition 

More than 500 physicians, nurses, and di- 
etitians will meet at the University of Wis- 
consin in Madison on October 16 for the 
fifth annual symposium sponsored by the 
American Medical Association’s Council on 
Foods and Nutrition. Included in the sym- 
posium, which is entitled Factors Involved 
in Formation and Disease of Bone, will be 
the presentation of papers on Vitamin D— 
History and Mode of Action, Clinical Indi- 
cation for the Use of Vitamin D Prepara- 
tion, Factors Influencing Tooth Formation 
and Structure, Bone Formation and Repair, 
and Lathyrism and Bone Disease. 


Surgeons Conference To Be Held 

The, Forty-Fourth Clinical Congress of the 
American College of Surgeons will be held 
in Chicago October 6 to 10 at The Conrad 
Hilton Hotel. Major addresses will be made 
by Drs. Newell W. Philpott, Montreal, in- 
coming president of the College; George J. 
Curry, Flint, authority on care of the in- 
jured; and Gunnar Thorsen, Stockholm, 
Sweden, distinguished surgeon and writer 
in the field of essential body fluids. Further 
information may be obtained by writing to 
the Chairman of the Local Advisory Com- 

(Continued on page 118A) 




















IN EMPHYSEMA, chronic bronchitis and other pulmonary disorders, Choledy] relieves broncho- 
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breathing becomes easier. An effective, well-tolerated, highly soluble salt of choline, Choledyl 
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Dr. Robert L. 


professor of 


mittee on Arrangements, 


Schmitz, assistant surgery, 
Stritch School of Medicine of Loyola Uni- 


versity, Chicago. 
& 


Conference on Psychosomatic 

Vedicine 

The fifth annual meeting of The Academy 
of Psychosomatic Medicine will be held 
October 9 to 11 at the Park Sheraton Hotel 
in New York City. The 
The Psychosomatic 
Medicine and will include formal 


program will be 


devoted to Aspects of 
Internal 
papers, panel discussions, and luncheon con- 
ferences. The meeting will be open to all 
scientific disciplines as well as to psycholo- 
gists, social workers, and nurses. Further in- 
formation may be obtained by writing to 
Dr. Bertram B. Moss, Suite 1035, 55 East 
Washington Street, Chicago 2. 


Postgraduate Week To Be Held 

The New York Academy of Medicine will 
hold its second annual Postgraduate Week 
October 13 to 17 in New York City. The 
program, which is titled Research Contribu- 
tions to Clinical Practice, will consist of daily 
evening lectures, afternoon panel meetings, 
and a scientific exhibit. While nonfellows of 
the Academy are required to register, there 
will be no fee. For further information, 
write to Robert L. Craig, M.D., Secretary, 
The New York Academy of Medicine, 2 
East 103 Street, New York City 29. 


Aging Committee Awarded Grant 

The Enrichment of Aging Committee of 
New Hampshire was recently awarded a 
$10,500 grant from the Spaulding Charita- 
ble ‘Trusts for the purpose of implementing 
a community program with respect to the 
elderly. The committee will attempt to de- 
termine and develop resources of the aging 
and aged person in relationship with his 

(Continued on page 120A) 
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supply to the brain and so helps to overcome the cerebral ischemia 
and hypoxia responsible for many senility symptoms. Produced 
physical, mentai and social improvement.! Menic makes possible a 


more comfortable, happier life. 
1. Levy, S.: J.A.M.A. 153:1260, 1953. 


GERIATRIC PHARMACEUTICAL CORP. 
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FOR EASIER ELIMINATION 


DORBANE 


AP :eellanaeleeh a Zelatialgerel iatelal} 
selective peristaltic stimulant 


— smooth, overnight action M no griping m well tolerated, non-habituating 


Available in 75 mg. scored tablets and suspension. 


WHERE STOOL SOFTENING IS ALSO INDICATED 


DORBANTYL FORTE 


Dorbane, 50. mg. + diocty! sodium sulfosuccinate, 100 mg.) * 


Double strength capsules ror maximum economy and convenience. 


DORBANTYL 


Dorbane, 25 mg. + diocty! sodium sulfosuccinate, 50 mg.) * 
For lower dosage and in children. 


Available in capsules and suspension. 


*In proportions proved optimal by clinical trial. 
(Marks, M. M.: Clin. Med. 4:151, 1957) 


SCHENLABS PHARMACEUTICALS, INC., NEW York 1, N.Y. ° 
Manufacturers of NeuTraPEN® for penicillin reactions MWELLS 
* 
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Antivert 


stops vertigo 


(and a glance at the formula 
shows two reasons why) 


igone 





each ANTIVERT tablet contains: 

Meclizine (12.5 mg.) 

to ease vestibular distension 
Acid (50 mg.) 
for prompt vasodilation 


Nicotin 


ANTIVERT is particularly useful for 
the relief of dizziness in the 
elderly. Try ANTIVERT on your next 
vertiginous patient. 


Dosage: one tablet before each meal. 
In bottles of 100 blue-and-white 
scored tablets. Rx only. 


New York 17, New York 
Division, Chas. Pfizer & Co., Inc. 





120A 


| 


Activities and Announcements 





(Continued from page 118A) 


community and to encourage the enrich- 
ment of his life through a sense of personal 
dignity, worth, and responsibility. It incor- 
porates the Friendly Visitors program in- 
augurated by the New Hampshire Social 
Welfare Council and will operate in con- 
junction with the State Hospital’s “Opera- 
tion Nestor.” 


Gerontologic Awards Announced 

The 1958 recipient of the Gerontological 
Research Foundation’s award to the scien- 
tist who, in the opinion of the Scientific 
Council, has contributed the most to the 
field of aging during the past year was John 
Esben Kirk, editor of the Journal of Ger- 
ontology and widely known researcher in 
biochemistry. The lay award for 1958 went 
to Frank Hale, President of the American 
Society for the Aged. 


Gerontologic Training Program 

The Committee on Human Development 
of the University of Chicago has announced 
a special program of training in social ger- 
ontology under the directorship of Dr. 
Bernice L. Neugarten. United States Public 
Health Service traineeships at predoctoral 
and postdoctoral levels are available begin- 
ning October 1, 1958, with basic stipends 
ranging from $1,800 to $4,000 per year. Pre- 
doctoral will take the Ph.D. de- 
gree in human development, with the field 
of specialization and research in social and 
psychologic aspects of aging. For further in- 
formation, write Dr. Neugarten, 
mittee on Human Development, University 
of Chicago. 


students 


to Com- 


New Journals 
Gerontology and Geriatrics, 
to be published by the Excerpta Medica 


a new journal 


Foundation, will feature abstracts of theo- 
retical and clinical books and articles on 
aging. Members of the International Board 
of “ger from the United States include 
i. Anderson, E. W. Busse, H. Cabott, 
ae |. Havighure W. E. Henry, O. J. Kaplan, 
A. I. Lansing, N. W. Shock, and A. Simon. 


(Continued on page 122A) 

















“I don’t know what’s wrong, Doctor, 
I’m just off my feed.” 


You see these ‘‘down-in-the-dumps”’ patients only too often. 


The sallow businessman. The listless housewife. The elderly patient who eats next to 
nothing—and looks it. The lazy, underweight adolescent. Convalescents of all ages. 


When you wish to increase appetite, to restore vim, vigor and vitality in the patient 
who keeps saying, “I just don’t feel quite right,” prescribe “Trophite’—the high 
potency combination of B, and B,. Each delicious teaspoonful, or each convenient 
tablet, supplies 25 mcg. B,, and 10 mg. By. 


TROPHITE*% for appetite 


#T-.M. Reg. U.S. Pat, Off, Smith Kline G@ French Laboratories, Philadelphia 
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corticosteroids 
Tarot torch cexorn 

this time, 
start with... 


~ PARAGORT 


PREDNISONE, PARKE-DAVIS 
OF 


PARACORTOL 


PREDNISOLONE, PARKE-DAVIS 





THREE TO FIVE TIMES THE ACTIVITY 
OF CORTISONE OR HYDROCORTISONE. 


supplied: PARACORT and PARACORTOL 
are available as 5-mg. and 2.5-mg. 
scored tablets; bottles of 30, 100, and 1,000. 


A 
s° ~s 
“ 2 
bal - 
3% a > 
~eat 


PARKE, DAVIS & COMPANY « DETROIT 32, MICHIGAN 


* TRADEMARK 
36086 
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The project is supported by grants from 
the National Heart Institute and the Na- 
tional Institute of Mental Health. Further 
information regarding the journal may be 
obtained by writing to the Excerpta Medica 
Foundation, 111 Kalverstraat, Amsterdam, 
The Netherlands. 


Specifically designed to contribute to post- 


eraduate education, Progress in Cardio- 
vascular Diseases, a new quarterly publica- 
tion, will offer an exposition of the most 
up-to-date discoveries, a critical appraisal of 
reported research, proper orientation of iso- 
lated investigations to the general knowl- 
edge and persistent problems in the field, 
and an evaluation of the significance and 
possible application of new work to diagno- 
treatment. The first will be 
devoted exclusively to a symposium on Prog- 


sis and issue 
ress in Cardiac Surgery and will contain a 
by the editor-in-chief, Dr. 
Charles K. Friedberg, to round out the sym- 


special article 


posium and provide a general survey of 
the field as a whole. The new publication, 
which is published by Grune & Stratton, 
Inc., is available by subscr:ption as well as 
by individual titles. 


French Atherosclerotic Society 
Organized 

The French Society of Cardiology recently 
announced the establishment of the French 
Society for the Study of Atherosclerosis. The 
new group will function as a section of the 
society. Further information 
may be obtained by writing to Docteur Jean 
Facquet, le président de la Société Fran- 
caise de Cardiologie, Médicine des H6pi- 
taux, 16 Rue Ampere, Paris, France. 


cardiologic 


© 
New Geriatric Center Opens 

Senile persons who are unable to_partici- 
pate in normal group functions in the fam- 
ily or in the community, but who still re- 
side in households, will be provided with 
supervised social activities through the fa- 
cilities of the newly opened Geriatric Social 
Adjustment Center in Minneapolis. ‘The 
center, under the direction of 
Jerome Kaplan, will offer an activities pro- 
gram, volunteer visiting in private homes, 

(Continued on page 124A) 
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Boats i sulfonamide 


therapy 
because... 





is a broad-spectrum antibacterial with 
high solubility even in markedly acid 
urine and possessing a degree of clini- 
cal safety unmatched in the records of 
sulfonamide therapy. 

RocHE LABORATORIES 


Division of Hoffmann-La Roche Inc. 
Nutley 10, N. J. 
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and individual and group consultation with 
the family. Initial funds will be derived 
from a special grant of $10,000 from the 
State of Minnesota Department of Public 


Welfare and from additional funds from 
Local 1146, United Automobile, Aircraft 
and Agricultural Implement Workers of 


America. 






A. M. A. Surveys Nursing Homes 

Approximately 25 nursing homes in various 
parts of the country were visited by staff 
the American Medical Associa- 
tion’s Council on Medical Service during 


members of 


the summer in an attempt to determine the 
type of medical care and supervision desir- 
able for chronically ill and aged patients 
in such homes. Data obtained during the 
visits are also expected to reveal important 
information on _ other 
nursing home operation, such as_ nursing 
care, social service, food service, staffing and 
personnel policies, cost, and so forth. Pub- 


Tetrad 


a cerebrosomatic 
restorative-stimulant 


Unlike tranquilizers, TETRAD improves 
mental and physical energy, 

supplements decreasing hormonal function and 
improves cerebral circulation and activity. 


R TETRAD for the “past forty” group— 
ambulatory patients— 
institutionalized aged— a Min 

FORMULA: Pentylenetetrazol, 100 mg; nicotinic acid, 50 mg; 


tetraiodothyronine, 10 mcg; methyltestosterone, 1 mg; 
ethinyl estradiol, 0.002 mg. 


E.S. MILLER 
LABORATORIES, INC. 


important areas of 


P.O. Box 2302 Terminal Annex, Los Angeles 54, California 





lication of the results of the survey along 
with suggested standards for medical care 
and supervision is tentatively scheduled for 
this fall. 

Other problems currently under study by 
the Liaison Committee between the Amer- 
ican Medical Association and the American 
Nursing Home Association are the adequacy 
of welfare payments for nursing home care, 
means of financing new and improved nurs- 
ing home facilities, and promoting better 
working relationships between nursing homes 
and physicians at both state and local levels. 


Editor Delegate at International 
Congress 
Dr. Philip Handler, chairman of the Duke 
University Medical Center’s biochemistry 
department and an associate 
Geriatrics, was one of three American dele- 
gates named to attend the Fourth Interna- 
tional Congress of Biochemistry, which was 
held September 1 to 5 in Vienna, Austria, 
where he presented a research paper on 
biochemistry. Conducted under the auspices 
of the International Union of Biochemistry, 
(Continued on page 126A) 
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long-lasting action? 


practical dosage? 


minimal side effects? 
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Chlorzoxazonet 


specific for painful spasm 


In low back pain, sprains and strains, PARAFLEX provides 

effective muscle relaxation on an average dosage of only 6 tablets daily. 
The benefits from a single dose of PARAFLEX persist for about 

six hours. Useful in a wide variety of traumatic, rheumatic, 

and arthritic disorders, PARAFLEX usually lessens spasm and pain 
without producing side reactions. 

SUPPLIED: Tablets, scored, orange, bottles of 50. 

Each tablet contains PARAFLEX, 250 mg. 

*Trade-mark tU.S. Patent Pending 


McNeil Laboratories, Inc + Philadelphia 32, », (MeNETL) 
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to encourage 
normal 
elimination 


Sal Hepatica 


LAXATIVE WITH ANTACID 


speedy, gentle 
relief for 
constipation 
and excess 
acidity E 





Dependable — Draws water into in- 
testines by osmosis, 
bulk and gentle pressure to initiate 
proper intestinal response. 


gentle motivation 


creating moist | 


ANOTHER FINE PRODUCT OF BRISTOL-MYERS | 
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the meeting drew scientists from through- 
out the world to discuss latest developments 
in biochemistry and related fields. Serving 
with Dr. Handler as official American dele- 
gates were Dr. Severo Ochoa of the New 
York University College of Medicine and 
Dr. Elmer H. Stotz of the University of Ro- 
chester School of Medicine and Dentistry. 


New Housing Project 

A contract for a low-rent public housing 
project, which will provide 36 units for old- 
er persons, was recently completed by the 
Federal Public Housing Administration and 
the Housing Authority of Providence, Rhode 
Island. The Federal agency may lend up to 
90 per cent of the development costs and 
will make annual contributions to help keep 
the rents within the 


groups. 


means of low-income 


Health Consultant Appointed 

Alexander W. Kruger, M.D., was recently 
appointed Health Services Consultant of the 
National Committee the Aging. Dr. 
Kruger has previously served as General 
Medical Superintendent of the New York 
City Department of Hospitals from 1948 to 
1951 and as manager of the Veterans Ad- 
ministration Brooklyn Hospital since 1954. 


on 


New England Gerontological 
Association 
The New England Gerontological Associa- 
tion came into being when the Second New 
England Conference on Aging met at the 
University of Connecticut on June 17. Form- 
ing a constitution and electing officers 
attention with the Spotlight 
Housing theme of the one-day meeting. 

Objectives of the new organization are 
(1) to promote and advance the scientific 
study in New England of the aging process; 
(2) to disseminate knowledge and informa- 
tion to individuals and to officials and vol- 
untary agencies and organizations in each 
of the New England states; and (3) to stim- 
ulate understanding and focus attention of 
the public on needs, interests, and abilities 
of the aging and aged. 

(Continued on page 128A) 
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when blood pressure can’t be kept down 


by tranquilizers 


or sedatives 





When tension mounts from even minor provocations so 
common in most households, mild hypotensive agents may 
not “‘hold the lid down.” 


In many patients, consistent control of elevated blood 
pressure without dangerous side effects can be expected 
with Veralba-R. 


And Veralba-R is safe, conservative, long term therapy 
because its unique combination of protoveratrine and 
reserpine makes possible smaller, better tolerated doses of 
these drugs than if they were used singly. 


Composition: Each grooved, uncoated Veralba-R tablet 
contains 0.4 mg. of chemically standardized protoveratrine 
and 0.08 mg. of reserpine. Supplied in bottles of 100. 


T.M 


VERALBA- 2 


PITMAN-MOORE company 


DIVISION OF ALLIED LABORATORIES, INC., INDIANAPOLIS 6, INDIANA 
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Officers are: Dr. Harold S. Barrett, Dep- 
uty Commissioner of Health for Connect- 
icut, president; Mrs. Mary C. 
Rhode Island Committee on Aging, first 
vice-president; Mrs. Sylvia Bushnell, Massa- 


chusetts Council for the Aging, second vice- 


Mulvey, 


president; Mrs. Helen S. Wilson, Extension 
Specialist in Gerontology, University of New 
Hampshire, secretary; and Miss Margaret 
Whittlesey, Vermont Department of Health, 
A board of 
in overlapping terms. 


treasurer. 15 directors will serve 

Opening the program were Mrs. Mary 
Cleverly of the Federal Housing Adminis- 
tration, who discussed Financing Housing— 
The National Picture, and Mrs. Geneva 
Mathiason, The National Committee 
on Aging, National Social Welfare Assembly, 
who spoke on Current Trends in Housing. 


from 


Mrs. Cleverly pointed out the urgency of 
the need for good housing for the increas- 
ing thousands of the aged. She said that, 





“No doubt society will eventually handle 
the problems in one way or another, but 
the longer the delay the action the greater 
the cost in dollars and in loss of human 
abilities.” In evidence she pointed out that 
the approximate cost of caring for the same 
person would be $20 per day in a hospital, 
$10 per day in a nursing home, and $5 per 
day in a housing unit. The FHA recognizes 
great variations in needs of the elderly and 
of their communities. In two years, the FHA 
insured mortgages for 26 
different housing projects for older people. 
These represent 3,383 units and a valuation 
of $26,375,900. Small communities can ob- 


has authorized 


tain this assistance as readily as metropoli- 
tan centers and need it just as much, she 
emphasized. “The greatest need is_ for 
homes that will provide the residents some 
degree of privacy yet permit them to mingle 
with other people of different ages, to in- 
dulge their hobbies, and to be near their 
families and friends without being depen- 
dent upon them.” 

Mrs. number of 
privately financed developments across the 


Mathiason described a 
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WITH THE FIRST DAY’S DOSE 


you'll see renewed vitality—even before you 
notice the “tonic” effect of ALERTONIC vitamin- 
mineral supplementation. 
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THE WM. S. MERRELL COMPANY 
New York +» CINCINNATI + St. Thomas, Ontario 


Another Exclusive Product of Original Merrell Research TRADEMARKS: ‘ALERTONIC,* MERATRAN® 




















country, including homes, retirement  vil- 
lages, cooperative apartments, and hotels, 
with their special advantages and draw- 
backs in cost, degree of security, and 
amount of medical and social service. Her 
review revealed that there were three basic 
points to consider: (1) There is no one 
ideal type of housing for older people. (2) 
“Older people” is not a useful category. 
“There is probably more difference in peo- 
ple between the ages of 65 and 85 than at 
any other time in their lives with the ex- 
ception of 1 to 20...and the housing which 
may be perfectly good at 65 is totally un- 
satisfactory at 85.” (3) In spite of great 
medical advances we must accept the fact 
that as people grow old their health and 
vigor lessen. This has great bearing on any 
plans for dealing with large numbers of 
older people. 

A further point, Mrs. Mathiason added, 
is that housing for the old is not shelter 
alone. Their needs are many and _ varied. 

The afternoon conference program in- 
cluded a symposium on state and local as- 
pects of housing and four workshops, which 
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..« BRIGHTEN THE OUTLOOK 


ALERTONIC alerts the listless, blue pa- 
tient, brightens his outlook fast, con- 


tains a safe, effective psychic energizer.* 


were devoted to discussions of Urban As- 
pects of Housing, Health in Relation to 
Housing, Essentials of Community Rela- 
tions, and Financing Housing for the 
Middle-Income Group. The dinner meeting 
and organization session was followed by a 
seminar on research on aging in New Eng- 
land. 


Attendance during the day reached 150, 


representing all the New England states and 
many state and private organizations direct- 


concerned with the aged. Connecticut 


host organizations included the Commission 
on Services for Elderly Persons, Connecticut 
Health League, Connecticut Society of Ger- 
ontology, State Department of Health, and 
Institute of Gerontology of the University 
of Connecticut. Over-all chairman was Dr. 
Harold S. Barrett, Deputy Commissioner of 
Health for Connecticut. 


ESTHER BARNETT 
Department Assistant 
State of Connecticut 


Commission on Service for Elderly Persons 


University of Connecticut 
Storrs, Connecticut 








... NOURISH THE BODY 


Supplementary B-vitamins and miner- 
als give a needed lift to poor appetite 
and metabolism. *Meratran—Merrell’s subtle- 


acting, safe alerting agent 


Prescription only. One tablespoon t.i.d. Professional literature and samples on request. Write Dept. AT 





The next time you prescribe elastic stockings (and 

doctors do prescribe 2 out of every 3 purchased) re- 

member why they put rubber in the rubber band. 
Because only rubber works. 


There’s lots of talk these days about the new “‘support 
hose”’ that contain no rubber. 

The name is a misnomer because they cannot give 
complete support. It’s as simple as that. 

They do stretch. But lots of things stretch. In an elastic 
stocking, what counts is “‘return-action’’—the compression 
of the rubber trying to return to its original shape. 

All-elastic stockings by Bauer & Black (with rubber in 
every supporting thread) provide that return-action— 
with continuous, uniform compression—necessary for 
proper support. 

51 gauge sheerness 


And only Bauer & Black gives your patients a complete 
wardrobe of elastic stockings . . . with all-elastic hose for 
every type of wear (from workaday stockings to dressy 51 
gauge styles), starting as low as $3.45 each. Expert fitting 
available at drug, department, and surgical supply stores. 


Why do they 
in a rubber band? 
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put rubber 


(Answer: because nothing else is as elastic as rubber) 





All-elastic stockings by 


Bauer « Black 
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Colace Advocated in Anal Fistulectomy 
According to a report by Dr. Robert Turell 
of New York City, Colace (dioctyl sodium 
sulfosuccinate) therapy has replaced petro- 
latum as a routine procedure in anal fistu- 
lectomy. Rather than daily administration 
of liquid petrolatum in doses of 15 to 20 cc. 
healed, 
Colace is given in a dosage of 100 mg. every 


until the wounds are completely 


eight hours with a glass of water. Colace is 
a wetting agent which reduces surface ten- 
sion of colonic fluids to permit penetration 
Soft, formed 
easy evacuation by normal 
peristalsis, obviating straining which might 


and softening of the stool. 


stools facilitate 


endanger wounds in the perianal region. 
Where normal bowel motility is impaired, 
a combination of dioctyl sodium sulfosuc- 
cinate and: a mild stimulator, 
Peri-Colace, permits evacuation of the sof- 


peristaltic 


tened stool without griping or other un- 
pleasant side effects. Colace and Peri-Colace 
are products of Mead Johnson & Company, 
Evansville, Indiana. 







Each cc contains:—200 |.U. chorionic gonadotropin 
(human), 25 mg. thiamine HCL, 52.5 ppm. L (+) 
glumatic acid, 0.5% chlorobutonal and 1% procaine 
HCL. Available in 10 & 25 cc multiple dose vials. 


Reg. U.S. Pat Off., Pat. Pend. Copyright 1958 
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New Drug Successful in Mild Diabetes 

On the basis of more than two years of ex- 
perience in 9,160 cases, which were com- 
piled from information provided by 420 co- 


operating physicians and clinics, the new 
oral drug, Orinase, a product of the Upjohn 
Company, Kalamazoo, has been proved ca- 
pable of controlling mild or moderate cases 
of diabetes in the great majority of adults. 
The most striking new finding of the survey 
was that the hypoglycemic reactions caused 
by the too rapid fall in blood sugar which 
can result in coma, a constant danger for 
diabetic patients who take insulin injec- 
tions, are extremely rare in patients using 
Orinase. The study revealed that 81 per 
cent of the small group who previously 
achieved excellent control on insulin ob- 
tained excellent or good control subse- 
quently on Orinase and that 49 per cent of 
those who were maintained in only fair or 
poor status on insulin achieved good or 
excellent control with the drug. The study 
also indicated that, as the daily need for 
insulin passes 40 units, the chances for suc- 
cessful control of diabetes with Orinase de- 
cline. 


GLUKOR intramuscularly twice weekly, and 
maintained once weekly or as little as once 
monthly was effective in patients* with im- 





potence, male climacteric, senility, depression, 
angina and coronary. 


Guiukor, a fortified chorionic gonadotropin, may be 
used regardless of age and/or pathology without side 
effects. GLUKOR has been found to alleviate symptoms* 
of NERVOUSNESS, 


Faticuk, Irritasitity, INSOMNIA, 


Dyspnea, PALPITATION, and Lack of ENDURANCE. 


esearch 


upplees 


Pine Station, Albany, New York 


Physicians. 


Literature Available 


Also — for the female— GLUTEST .. . effective in refractory cases where other therapy fails. 





*Personal Communications from 110 








PAIN ..- 


the first concern 
in patient 
after patient 


pain 
control 
without 
narcotics 





zactirin 's4 potent an- 
algesic. It controls pain 
as effectively as does co- 
deine, but its use is free 
from the well-known lia- 
bilities of codeine. 


Zactirin tablets are 
equivalent in analgesic 
potency to Y grain of 
codeine plus 10 grains of 
acetylsalicylic acid. 


Zactirin is non-nar- 
colic. 


Zactirin is effectively 
anti-inflammatory. 


Ethoheptazine Citrate with Acetylsalicylic Acid 


AQ 


Supplied in distinctive, 2-layer 
yellow-and-green tablets, bot- 
tles of 48. Each tablet contains 
75 mg. of ethoheptazine citrate 
and 325 mg. (5 grains) of ace- 
tylsalicylic acid. 
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These flavor tips keep taste in when you 
take fat out of your patient’s diet 


The Low-Fat 


Low-Cholesterol Diet 


e Cranberry and tomato sauce pinch- 
hit for gravy. Herbs and spices lend 
a fine aroma to meats, vegetables. 
Chicken can be basted with lemon or 
orange juice. Meat loaf may sport a 
cap of whole-cranberry sauce while 
“‘surprise’’ hamburgers can hide aslice 
of pickle or onion sealed between two 
thin patties. Kabobs are tasty, too. 


United States Brewers Foundation 


Beer— America’s Beverage of Moderation 






—and with 
your consent, 
2 a glass of beer 
~©"4 for a morale 


iG booster 
ys 5) ooste' 


On green salads, cottage cheese 
thinned with lemon juice, makes the 
dressing. For dessert, angel cake goes 
nicely under fruits—skim milk pow- 
der makes the ‘‘whipped cream.” 
And with a glass of beer*—at your 
discretion—your patient will find his 
diet interesting and ample without 
straying from your instructions. 


*Fat—O; Calories 104/8 oz. glass (Average of 
American Beers) 








If you'dlike reprints of thisand 11 other dietary suggestions, please write United States Brewers Foundation, 535 Fifth Ave., New York 17, N.Y. 
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with your 


problems 


MAIL THIS COUPON FOR FREE COPY 


Today there is an increasing awareness that 
treating nervous or mental disfunction is an im- 
portant part of treating the “whole patient.” 
Medical problems associated with the nervous 
system confront EVERY practitioner so it is 
important for EVERY doctor to keep abreast 
of diagnostic procedures and therapy in the 
neurologic field. 

The simplest and most rewarding way of 
doing this is through NEUROLOGY, official 
journal of American Academy of Neurology. 
Here are authoritative, original articles, brought 
to you by a committee of the American 
Academy of Neurology . . . a comprehensive 
picture of the latest knowledge of neurologic 
disorders together with a critical evaluation of 
current treatment. Special editorial features in- 
clude clinical pathologic conference reports, 
case reports, diagnostic notes and book reviews. 
Here is broad coverage of the practical infor- 
mation that will help EVERY practitioner. 


Neurology, 84 SOUTH TENTH STREET, MINNEAPOLIS 3, MINN. 
Please enter my subscription to NEUROLOGY. It is understood that I] 
may cancel this within 10 days after receipt of the first issue if | am not 
fully satisfied. One year (12 issues) $12. _ 





NAME___ 


ADDRESS 





CIty. 


ZONE STATE 











() Check enclosed 
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Official Journal of the 
American Academy 
of Neurology 


25% MORE PROTEIN, RICHER FLAVOR 
THAN ORDINARY NONFAT MILK! 


Carnation Instant is a new crystal form of non- 
fat milk—and the first to bring Self-Enriched 
flavor and Self-Enriched nutritional advantages 
to low fat diets. Delicious for drinking, Carna- 
tion Instant enriches itself merely by the addi- 
tion of one extra tablespoon of crystals per 
glass or 44 cup extra crystals per quart. 
Result: “Difficult” patients stay on low fat diets. 
They respond to a richer and more palatable 
flavor, receive 25% more protein with each glass- 
ful — actually 41.3 grams of essential protein 
per quart. 

CONVENIENT. And Carnation Instant is conven- 
ient, too— mixes instantly and completely even 
in ice-cold water—with a slight twirl. Ready to 
drink, immediately, in the office, at home or 
away from home. It’s always cupboard-handy. 
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Intravenous blood levels 
with rectal administration 


CLYSMATHANE 


(Fleet) 
Disposable Rectal Unit 


An advanced method of 
theophylline therapy 


For the alleviation of symptoms in bron- 
chial asthma and the acute episodes of heart 
failure, Clysmathane (Fleet) supplies speedy 
and therapeutically adequate blood levels” 
of theophylline. Side effects, often asso- 
ciated with oral or parenteral administra- 
tion, are minimized by the rapid rectal route 
provided by Clysmathane. 


Dosage: One Clysmathane (Fleet) Unit as a 
retention enema before retiring or as directed. 





The new six-unit 
PRESCRIPTION PACKAGE of 
Clysmathane (Fleet) is more 
convenient to prescribe 
while assuring an adequate 
supply for patients. Dispos- 
able, single dose squeeze 
bottle is especially designed 
for self-administration... 
ready to use with prelubri- 
cated rectal tube. The 
manufacturer’s labels are 
readily removable, 


Composition: Theophylline monoethanolamine 
(Theamin, Fleet), 0.625 Gm.; aqua, 37 ml. in 
single dose rectal dispenser. Prescription package 
of six individual units. Manufacturer’s label readily 
removable. 


(1) Ridolfo, A. S. & Kohlstaedt, K. G. “A 
simplified method for the rectal adminis- 
tration of theophylline,” to be published. 


Professional samples and literature on request, write: 


Cc.B.FLEET Co.,iInC. 


Lynchburg, Virginia 
































From pediatrics to geriatrics Ovaltine provides 
a rich source of the vitamins, minerals and 
other essential food elements required for the 
maintenance of a good nutritional state. 


Ovaltine is a nourishing, well-tolerated 
beverage combining natural blandness with 
good taste. It produces a soothing and relaxing 
effect for the tense and nervous patient, 
particularly when taken at bedtime. 





eit 


they welcome Ovaltine for extra nourishment 


° ® 
Ova It l nN e when extra nourishment is desired 


The Wander Company, 105 W. Adams St., Chicago 3, IIl. 


se 


It is ideal for use where stimulating bever- 
ages should be avoided...ideal as nutritional 
fortification for patients on bland diets 
...or to help maintain a satisfactory nutri- 
tional level during physiologic stress. 


Three servings of Ovaltine and milk provide: 








12 Vitamins 13 Minerals 
oe 4000 1.U. including Calcium, 
*Vitamin D........... 420 1.U. Phosphorus, Iron and lodine 
esse MOG sccaeye 37.0 mg. CARBOHYDRATE 65 Gm 
*Thiamine............ 1206. 2a: >! ¥ 
= yeaa 2.0 me. PPROUEUN, «5455350000 32 Gm. 
Pyridoxine........... 0.5 mg. FAT. oo... esse neon 30 Gm 
Vitamin Biz......... 5.0 mcg. Nutrients for which daily dietary 
Pantothenic acid...... 3.0 mg. lI are ded by 
*Niacin...........04. 10.0 mg. _ the National Research Council. 
FOG O08: ciassnees 0.05 mg. f 
eles: ee 200 mg. A jar of Ovaltine will be sent for 
GHIA. «5 caveese ere 0.03 mg. your personal use on request. 
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WHEN 
YOU TREAT 
INFECTIONS 


IN PATIENTS 
SUCH 
AS THESE 





debilitated 


elderly 


diabetics 


infants, especially prematures 


those on corticoids 


those who developed moniliasis on previous 
broad-spectrum therapy 


those on prolonged and/or 
high antibiotic dosage 


women—especially if pregnant or diabetic 


the best broad-spectrum antibiotic to use is 


MYSTECLIN-V 


Squibb Tetracycline Phosphate Complex (Sumycin) and Nystatin (Mycostatin) Sumycin plus Mycostatin 


Capsules (250 mg./250,000 u.), bottles 
of 16 and 100. Half-Strength Capsules 
(125 mg./125,000 u.), bottles of 16 
and 100. Suspension (125 mg./125,000 
u.), 2 oz. bottles. Pediatric Drops (100 
mg./100,000 u.), 10 cc. dropper bottles. 


SQUIBB 





Squibb Quality— 


*MYSTECLIN, “® *MYCOSTATIN’,® AND “SUMYCIN® ARE SQUIBB TRADEMARKS 


the Priceless Ingredient 


for practical purposes, Mysteclin-V is sodium-free 


for “built-in” safety, Mysteclin-V combines: 


1. Tetracycline phosphate complex (Sumycin) for superior 
initial tetracycline blood levels, assuring fast transport of 
adequate tetracycline to the infection site. 


2. Mycostatin—the first safe antifungal antibiotic—for its 
specific antimonilial activity. Mycostatin protects 

many patients (see above) who are particularly prone to monilial 
complications when on broad-spectrum therapy. 


MYSTECLIN-V PREVENTS MONILIAL OVERGROWTH 




















25 PATIENTS ON 25 PATIENTS ON 
TETRACYCLINE ALONE TETRACYCLINE PLUS MYCOSTATIN 
After seven days After seven days 
Before therapy of therapy Before therapy of therapy 
®0e0ee0 
@®e | @eeee0 & 
eeeoe @eee0@ e®e0e0@ ® 
Monilial overgrowth (rectal swab) None @ Scanty @ Heavy 








Childs, A. J.: British M. J. 1:660 1956. 
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HOW THIS HOT WHOLE WHEAT CEREAL 
CAN HELP ESTABLISH GOOD NUTRITION 


Pettijohns rolled wheat cereal has a real contri- 

bution to make to the diet of older people. It is | bazny PETHOHNS 
high in protein, Vitamin B,, iron and phosphor- | ~~ 
ous. It is low in sodium and fat. It is easily 
digested and assimilated. And, of almost equal 
importance, it tempts the appetite with its de- 
liciously different flavor and texture. 

Pettijohns is a product of the Quaker Oats Co. 


PetTIJOHNS 














GERIATRICS 
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; special cases — 
a very superior brandy... 
specify — : 


kkk oo. 
HENNESSY 
COGNAC BRANDY 


» 84 Proof | Schieffelin & Co., New York 


.. 









IMPORTANT 





1 
C 
new preparation | 


angina pectoris 
prevention 


W B ” 
therapeutic relaxation 


Continuous benefits: One tablet of METAMINE WITH BUTABARBITAL SUSTAINED 
exerts 12 hours’ defense against angina pectoris and the emotional, nervous 
tensions frequently associated with the anginal syndrome. 


Prolonged coronary vasodilation is provided by the unique, nitrogen-linked 
angina preventive, METAMINE®, effective in the smallest dose of any long- 
acting cardiac nitrate, and notably free of typical nitrate side effects, such as 
hypotension, headache, and gastric irritation. 


Therapeutic relaxation with butabarbital, the widely prescribed intermediate 
sedative, permits the angina patient to adjust to a level of activity within his 
limitations and without risk of barbiturate accumulation. 


The Leeming sustained-release matrix, an exclusive new formulation, gradu- 
ally releases 10 mg. of METAMINE and % gr. of butabarbital to extend their 
beneficial effects for 12 hours. Dosage: 1 tablet on arising, and 1 before the 
evening meal. Bottles of 50. 


THOos. LEEMING & Co., INc., New York 17, N. Y. 


NMetaminesc 


(aminotrate phosphate, Leeming) 


Fy Butabarbital 
t_t_m=m_e»”«  iausSstained 
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integral component in therapy of 
chronic bronchitis and emphysema 


ISUPREL 


HYDROCHLORIDE 








Routine Isuprel nebulization decreases 
dyspnea, cough and wheezing by im- 
proving ventilation and drainage. 


ISUPREL 
dilates constricted bronchi 
shrinks swollen mucosa 
facilitates expectoration 
increases ease of breathing—and 
exercise tolerance 
= improves vital capacity and maximal 
breathing capacity 







ISUPREL MISTOMETER,* 


. 
LABORATORIES 
New York 18, N.Y. 


terenol), trademark t U. S. Pat. Off. 
, Metered [ Aeroso! Dispenser 
ent’s instruction sheets available on request 


Isuprel (brand of 
*Mistometer 
**Pati 
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Give your patient that extra lift with “Beminal” Forte 


DURING PROLONGED ILLNESS, IN INFECTION, OR PRE- AND POSTOP 


JUST ONE CAPSULE DAILY now gives therapeutic amounts of vitamin 
C and massive doses of B factors. Prescribe “Beminal” Forte for patients 
with chronic diseases and those on special diets. Where especially high 
vitamin B and C requirements are indicated, particularly pre- and post- 
operatively, 2 or 3 capsules may be given daily. (The vitamin C content 
was recently increased from 150 to 250 mg. with no increase in price.) 


Supplied: No. 817 — Bottles of 100 and 1,000 capsules 


“BEMINAL: FORTE 


Therapeutic B Factors with Vitamin C 


& Ayerst Laboratories * New York 16, N. Y. * Montreal, Canada 








